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It is generally agreed that the severer forms of arthritis, 
whether of the primary rheumatoid type or of the nature 


nostic and therapeutic problem often of the utmost diff- 
culty. In a certain proportion of cases the disease proves 
intractable, no matter what line of treatment is adopted, 
and the condition progresses relentlessly to a stage of 
extreme disablement. 

jhe exact percentage of intractable cases would be 
assessed variously by different authorities. A recent 
writer, Dr. C. W. Buckley,' taking a more hopeful view 
than most, would place it at something less than 10 per 
cent.; My Own opinion is that the percentage is con- 
siderably higher. In any case, as Buckley observes: ‘‘ To 
the lay mind the prospect before the patient attacked 
by arthritis of any kind is one of pain, crippling, and 
deformity, with little or no prospect of relief.’’ And 
though he goes on to state his belief that such a gloomy 
prognosis is not justified, provided suitable treatment is 
instituted early and continued perseveringly, I am bound 
to say that his comparatively optimistic view is not in 
line with such experience as I have had, nor in keeping 
with the views of many of my colleagues. 

In a discussion at a meeting of the Royal Medico- 
Chirurgical Society of Glasgow in 1933? I ventured to 
suggest that, in view of their somewhat gloomy thera- 
peutic outlook in many of these cases, the physicians 
might well turn more readily and more frequently 
towards their colleagues, the surgeons, who could offer 
them and their patients, in at least a certain proportion 
of otherwise intractable ‘cases of chronic polyarthritis, 
something more than a mere visionary hope of relief. 
I described then certain personal experiences I had had 
within the immediately preceding years in two cases of 
distressing and seriously disabling chronic rheumatoid 
polyarthritis of hip, knee, and ankle, which had been 
relieved almost beyond belief by the operation of 
ganglionectomy. 


One patient was a young woman who had been bedridden 
for almost two years before her operation, and who after 
surgical treatment (lumbar ganglionectomy) was able to walk 
out of the ward without assistance. The other case was that 
of a middle-aged man whose lower limbs in particular were 
profoundly affected ; he suffered intense pain on the slight 
attempt at movements of his joints, and non-surgical treat- 
ment had entirely failed to provide any relief. A lumbar 
ganglionectomy operation gave him immediate relief from 
pain, and he soon recovered a wide range of movement. 


I claimed, therefore, that in a certain proportion of 
cases of chronic arthritis surgery could offer something 
substantial in the way of alleviation, and even of cure, 


which was worthy of the consideration of the physicians. 
Such a claim I am still prepared to maintain. 


Recorded Results of Operative Treatment 


At the recent International Surgical Congress in Cairo 
a discussion took place on the subject of lumbar sym- 
pathectomy. As British rapporteur I had the honour 
of making one of the opening contributions, in which I 
dealt with the various more important applications of 
the procedure. 

After reviewing many of the conditions for which 
lumbar ganglionectomy has been more generally em- 
ployed, such as Raynaud’s disease, thrombo-angiitis 
obliterans, arteriosclerosis, and combinations of these, 
I went on to discuss its application in the treatment 
of certain painful and disabling chronic diseases of the 
joints, such as periarticular rheumatism, rheumatoid 
arthritis, and even certain cases of osteo-arthritis. The 
results achieved in certain cases of profoundly disabling 
polyarthritis I characterized as among the most striking 
illustrations of the value of the procedure. To quote 
from the summary of my paper :* 


‘‘ The most striking result of all was achieved in six cases 
of profoundly disabling polyarthritis, of a rheumatoid type, 
the completely bedridden and crippled patients being relieved 
from pain and restored to the possibility of a useful life.’’ 


In an earlier paper, delivered to the Royal Medico- 
Chirurgical Society of Glasgow in 1931, I had drawn 
attention, not merely to the value in certain doubtful 
joint conditions of the procedure of periarterial sympath- 
ectomy—and cited illustrative cases—but also to the 
possible efficacy of ganglionectomy in the treatment of 
certain painful and chronic joint conditions. Up to that 
time (1931) I had myself had no personal experience of 
ganglionectomy in the treatment of these serious joint 
conditions, but I pointed out that Adson and his co- 
workers had already reported a number of cases in which 
a substantial degree of benefit had been achieved. 

Adson’s first case was reported in 1928 in the Proazed- 
ings of the Staff Meetings of the Mayo Clinic’ amongst 
other places. 


A young woman was presented at a staff meeting on 
November 21st of that year by Messrs. Rowntree and Adson. 
She had consulted Dr. Rowntree originally by reason of a 
crippling polyarthritis, particularly of the joints of the lower 
limbs, and, more as an experiment than anything else, a 
bilateral lumbar ganglionectomy was performed in June, 
1926. Careful studies had been made previously of her vaso- 
motor reactions, and she was found to have a high vasomotor 
index. It was thought, therefore, that the ganglionectomy 
procedure, by inducing a favourable vaso-dilatation, might 
beneficially affect the condition of the disabled joints. The 
operation was followed by a result so favourable that Rowntree 
characterized it at the time as ‘‘in many ways the most 
remarkable result I have seen in my experience in medicine, 
remarkable not only from the standpoint of the patient's 
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relief, but from the standpoint of the innumerable questions 
suggested to us as physicians.”’ 

The patient had an uneventful convalescence. There was 
at once a very definite improvement, as well as definite relief 
from pain, and increase in the surface temperature of the feet 
and ankles. Three weeks later a bilateral operation for 
bunion was performed successfully. The patient was soon 
able to walk again without the slightest difficulty, and the 
toes, which had been previously deformed and distorted, could 
be extended forward in a manner previously altogether 
impossible. 


In view of this favourable result other cases were sub- 
mitted to the same procedure, and in 1929 Messrs. 
Rowntree and Adson were able to report their sixth 
case.® 

This patient, also a young woman, was perhaps not so 
badly crippled as the first one, but almost all her joints were 
to some extent involved except the hips. X-ray examination 
showed periarticular arthritis of the elbows, wrists, ankles, 
and knees, with destructive arthritis and deformity of the 
phalangeal joints of the right hand. Medical measures had 
been tried perseveringly. 

A bilateral lumbar ganglionectomy in June, 1929, was 
followed (after an initial, somewhat stormy, post-operative 
course) by very remarkable improvement in function, a great 
improvement in the warmth of the lower limbs, and the 
abolition of pain. 


Adson and his co-workers continued to employ the 
operation in suitable cases of polyarthritis with generally 
satisfactory results. In view of their favourable experi- 
ence it is somewhat remarkable how little attention 
seems to have been paid by other surgeons to the promise 
of this new line of experimental therapeutics. 

Fraser, writing in 1931,7 made only the briefest refer- 
ence to the possible value of ganglionic sympathectomy 
in the treatment of polyarthritis. He recorded one case 
in a girl aged 23, who had a pronounced polyarthritis of 
the upper extremities. A cervico-thoracic ganglionectomy 
was carried out on the left side, with a tolerably favour- 
able result, especially as regards relief of pain ; but evi- 
dently not a result so remarkable as to make Fraser 
particularly enthusiastic. 

A few surgeons here and there have tested the operation 
in suitable cases, but it cannot be said that it has been 
put to any widespread or general test, or has met with 
general acceptance. Thus in the report of Mr. Paterson 
toss to the Association of Surgeons of Great Britain and 
Ireland in May, 1935, which represented a summary of a 
collective inquiry made by the association into the results 
of sympathectomy, there was no mention at all in the 
tables presented to the association of any cases of poly- 
arthritis or indeed of any form of arthritis submitted 
either to the periarterial procedure or to ganglionectomy. 
This omission seemed to me so remarkable in view of my 
own experience in recent years that, in the subsequent 
discussion on that occasion, I drew particular attention 
to it, and referred to several cases of my own in which 
I had already put the matter to the test, and in which 
the results had been of a highly satisfactory nature. 


Note.—It should perhaps be stated here that, while the tabular 
summary of the collective inquiry into the results of sympath- 
ectomy as presented to the association by Mr. Paterson Ross— 
«a copy of which was in the hands of all the Fellows present at the 
meeting, and a copy of which is before me as I write—contained 
no reference to the employment of sympathetic ganglionectomy 
in cases of arthritis, there is the following brief reference to it 
in the paper contributed by Mr. Paterson Ross to the October, 
1935, number of the British Journal of Surgery.* In this paper 
were presented the various tables included in the summary, with 
Mr. Ross’s comments thereon: “ Chronic Arthritis. Sympathetic 
ganglionectomy was performed in five cases of chronic arthritis, 
associated with excessive sweating and vasomotor disorders in the 
affected limb. In three patients the arm-joints were involved, 
and two of them derived great benefit from the operation. In the 
other two patients arthritis affected the lower limb, and in one 


of them the treatment was successful in relievin 
restoring function.’’ 


In the interval between the delivery in 1931 of m 
earlier paper already referred to and the Cairo con : 
of 1935 I had dealt with six cases of extreme disablin 
polyarthritis, involving many joints. Two of these 
the cases I referred to in the opening part of this present 
article, and which I cited at the meeting of the Royal 
Medico-Chirurgical Society of Glasgow in November, 1933 
The other four were additional. I reported all six ‘. 
detail at the Cairo congress. As a result of my experience 
in this group of cases I had now definitely reached the 
position that I felt able to promise to these extremely 
crippled and disabled sufferers a degree of relief from pain, 
and even the prospect of an amount of functional recovery, 
that previously I could hardly have believed possible, 


& pain ang 


Factors Concerned 


What the exact rationale of the therapeutic process may 
be it is not at present possible to say with any degree 
of certainty. The simplest explanation would seem to be 
that the augmentation of blood supply to the limb plays 
the chief part in determining the satisfactory remedial 
effect. Such a view is rendered all the more probable by 
the observation made by Rowntree, Adson, and their co- 
workers’ that the cases most likely to respond beneficially 
are those in which the protein shock test is followed by 
a favourable vasomotor or vascular index. But much 
further investigation is necessary before even this view can 
be accepted. 

Other factors must of course be.taken into considera- 
tion. It is quite possible, for example, that the physio- 
logical reaction which determines the beneficial therapeuti¢ 
result may be, at least in part, of a nervous character, 
If, as some think, there is a definite trophic element 
concerned in the production of chronic arthritis—even in 
arthritis of a rheumatoid character—this may, in part at 
least, explain the remedial effect produced by gross inter- 
ruption of the sympathetic pathway. That still another 
factor may require to be taken into consideration in the 
search for the real explanation of the therapeutic effect 
is suggested by the somewhat remarkable outcome in a 
number of my cases, in which the beneficial result of a 
lumbar ganglionectomy has not been confined by any 
means to the joints of the lower extremities, but has 
affected also—and sometimes to a considerable degree— 
the joints of the upper limbs as well. 

Leriche!® drew attention long ago to the fact that in 
many cases where a _ periarterial sympathectomy was 
performed on one limb—say in early cases of Raynaud’s 
disease—a corresponding therapeutic effect might be pro- 
duced at the same time in the homologous limb. Further, 
it is well known that, even following the simple peri- 
arterial procedure, there is produced, temporarily at least, 
a definite fall in the number of blood cells, both red and 
white, the loss of leucocytes affecting chiefly the poly- 
morphonuclears. Similar changes in the cellular balance 
of the blood no doubt follow upon the operation of 
ganglionectomy. 

It may be suggested, therefore, with some degree of 
confidence, that any ganglionectomy operation must sub- 
stantially disturb the physiological equilibrium in direc- 
tions as yet undetermined, and that certain of the remedial 
effects may be due to one or more of such undetermined 
factors. For example, the sympathetic denervation may 
grossly disturb the normal mechanism of liberation of 
adrenergic substances into the blood stream. What effect 
this departure from the normal may have on the tissue 
cells and on the articular and periarticular structures 
one cannot yet say. The whole matter will require, and 
will certainly repay, much further study. 


— 
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Clinical Details 

All the six cases reported at the Cairo congress were 
of an extremely painful and grossly disabling type. In 
all many joints, both of the upper and of the lower limbs, 
were involved. They were all regarded as cases of chronic 
rheumatoid arthritis. Three patients were male and three 
female, and their ages ranged from 14 to 49 years. With 
the exception of the youngest, a girl aged 14, whose 
symptoms had lasted for only nineteen months, and one 
of the male patients, whose symptoms were of just over 
two years’ duration, all had suffered for quite a number 
of years (five and a half, seven, eight, and ten years). 

All the six patients were extremely crippled and practi- 
cally bedridden. All suffered, some more than others, 
from severe pain, not only on any attempted movement 
of the affected joints, but even when the joints were at 
rest. In most there was a good deal of associated spasm 
of the adductor and flexor muscles, particularly of the 
lower limbs ; in several there were present already vary- 
ing degrees of contracture of the hips and knees, as well 
as of the joints of the upper limbs. In nearly all of 
them certain of the larger joints were still considerably 
swollen, and showed not merely thickened synovial mem- 
brane but also varying degrees of effusion. 

As the result of the lumbar ganglionectomy operation 
(in each case bilateral), all the patients were at once 
relieved of pain, and obtained relief almost immediately 
from the adductor and flexor spasm. All were able, 
almost at once, to carry out movements previously quite 
impossible, and to permit passive movements which had 
been previously out of the question. In five of the six 
there occurred the remarkable improvement in the joints 
of the upper limbs as well to which reference has already 
been made. In this connexion it may be well to say that 
in every one of these cases the patient was the first person 
to draw attention to this remarkable, and at first un- 
expected, sequel to the lumbar ganglionectomy procedure. 
Now we have learned to expect such a result. 

As regards the permanence of the improvement it is 
perhaps too soon yet to express a dogmatic opinion, but 
all six cases have been under observation at intervals since 
the dates of the operations, and so far there has been no 
sign of deterioration of function or of recurrence of painful 
or disabling symptoms. The first patient was operated 
on in August, 1931, the second in September, 1932, the 
third in November, 1934, the fourth a month later, the 
fifth in June, 1935, and the sixth on October 21st, 1935. 

In all cases but one the immediate result of the opera- 
tion has been to convert an apparently hopelessly crippled 
and helpless patient into an individual restored, more or 
less completely, to the possibility of normal activity, and 
freed from pain. 


The exception was that of the 14-year-old patient, a girl, 
many of the joints of whose upper and lower limbs were 
already completely ankylosed—particularly the knees ; both 
of her femora had been fractured a little above the knee in 
the forcible straightening of the lower limbs before she came 
under our care. Even in this case, however, the improvement 
in her whole condition was remarkable. The swelling of the 
affected joints very quickly disappeared, and pain was abol- 
ished, not merely in the lower limbs, but also in the upper, 
so that the grosser movements of the limbs, both active and 
passive, could be carried out without pain, within the limits 
imposed by the degree of ankylosis already established. 


Study of the detailed reports of these six cases which 
follow will serve, I believe, to convince the most incredu- 
lous of the reality of the benefit secured by the operative 
procedure adopted. 


Cast I.—Extreme disabling polyarthritis of upper and 
lower limbs, but particularly of the lower limbs, in a woman 
aged 27. Condition probably of rheumatoid nature. Symp- 
toms of seven years’ development. Associated extreme 


adductor and flexor contractures of the lower limbs. .Ulti- 
mately almost complete disablement, so that for two years the 
patient had been practically bedridden. Bilateral ganglion- 
ectomy and trunk resection on September 30th, 1931, followed 
at once by improved circulation in feet and legs, by rapid 
relaxation of adductor and flexor spasm, and by diminution 
of the contractures of hips and knees. Power of walking soon 
restored, and pain banished. Practically complete restoration 
of useful function. 


This patient was admitted to the Western Infirmary, 
Glasgow, on August 7th, 1931, complaining of stiffness of the 
lower limbs of progressive development during seven years. 
At the onset the pain was present in both knees for a year or 
two, especially in the right. The knees then improved some- 
what, but a similar painful condition developed in the 
shoulders and in the elbows. Sixteen months previously the 
right hip had become painful, and six months later the left. 
At the same time the knees once more became affected. With 
the pain, in the case of each of the joints, there was also a 
variable amount of swelling and considerable limitation of 
movement. For about two years before admission the patient 
had not been able to leave her home, and was for a good deal 
of the time actually bedridden. During the final ten or 
twelve months both hips became so stiff that she was hardly 
able to move them at all. 

On admission both knees were markedly contracted, as were 
also the hips, the thighs being flexed upon the abdomen 
and the legs on the thighs. Both lower limbs were strongly 
adducted. When even moderate force was employed to try 
to separate them for only two to three inches considerable 
pain was caused in the region of the hips and along the 
inside of both thighs. Any attempt to extend the knees 
passively from their position of flexion-contracture caused 
severe pain in the hips and in the small of the back. Both 
hips were very stiff. X-ray examination showed the presence 
of marked arthritic changes in both hip-joints. 

On September 10th, 1931, in order to determine the nature 
and extent of the limitation of movement of the hips and 
knees, the patient was examined under a general anaesthetic. 
It was then found that considerable range of movement at 
the hips was possible. Even under deep anaesthesia, how- 
ever, the adductor muscles of both thighs remained tense 
and contracted. These contracted muscles were forcibly 
stretched, and the spasm was overcome by a combination of 
forcible traction and local hammering of the contracted 
muscle bellies, with considerable improvement in respect of 
the possible range of passive movement. 

In view of the favourable finding just mentioned, it was 
decided that ganglionectomy might well be beneficial. Accord- 
ingly, on September 30th, 1931, a bilateral lumbar ganglion- 
ectomy and trunk resection was performed by the trans- 
peritoneal route. A good deal of difficulty was encountered 
by reason of enlarged lymph glands, especially on the right 
side. The ganglia were removed separately in the case of the 
right chain, but the left ganglionic trunk and ganglia (second, 
third, and fourth left) were removed en bloc. 

Half an hour after the operation had been completed both 
feet were warmer than previously, but the left was much 
warmer than the right. A few hours later the temperature 
was the same on both sides. Almost at once the patient 
obtained great relief from pain, and the movements of the 
hips and knees rapidly improved, while the adductor spasm 
of the thighs soon disappeared altogether. Normal healing 
of the abdominal wound took place ; almost immediately after 
that was complete the patient was allowed up, and was able 
to get about the ward unaided. She was discharged from 
hospital on December 14th—that is, two and a half months 
after the ganglionectomy. By this time she was able to 
walk about quite actively, and had no pains or aches. This 
remarkable degree of improvement has been satisfactorily 
maintained since. 

No observation was made in this case regarding any 
coincident improvement in the upper limbs. 


Case II.—Painful and grossly disabling polyarthritis of 
rheumatoid type in a man aged 43. Duration upwards of 
five and a half years. All the larger joints seriously affected, 
but also the smaller joints of fingers and toes. Most profound 
disablement of the lower limbs, especially of the knees and 
hips. Marked flexion-contracture of the knees, and spastic 
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contraction of adductors of thigh. Completely bedridden for 
four months before admission. Bilateral lumbar ganglionec- 
tomy on November 10th, 1932, followed by immediate relief 
of pain and rapid restoration of function in the lower limbs. 
Almost full use of the lower limbs quickly restored, and this 
improvement maintained. Improvement also in the case of 
the upper limbs. 


A man, aged 43, was admitted to the Western Infirmary, 
Glasgow, on September 5th, 1932, under the care of Professor 
T. K. Monro. He was suffering from a severe polyarthritis, 
of rheumatoid type, of five and a half years’ duration, which 
latterly had so profoundly disabled him that for some months 
he had been practically bedridden. Both before admission to 
hospital and while in a medical ward he had received the 
usual medical course of treatment, including protein shock 
therapy, without any improvement. Latterly, surgical treat- 
ment was suggested. 

His illness had begun somewhat insidiously, with pain and 
swelling of isolated joints, the left wrist, left knee, and, in 
their turn, practically all the larger joints of both upper and 
lower limbs, including the joints of the fingers and toes. For 
the last three years he had been very lame, and he developed 
contracture deformities of both knees, which interfered with 
progression. In 1930 his lower limbs had been kept for six 
months in extension, but without effect. By June, 1932, he 
was quite unable to walk. There was no history of acute 
rheumatic fever. 

On November Ist, 1932, he was transferred to my 
ward for surgical treatment. At this time most ot 
the joints were swollen, and movements of the joints were 
much limited. Both knees were in a state of partial flexion, 
and were extremely stiff and painful. The hands were 
markedly deformed, the fingers notably ulnar-flexed. Both 
wrists were swollen and painful. There was great limitation 
of movement also at the elbows. The lower limbs were in a 
state of continuous adduction, and any attempt at overcoming 
adductor spasm caused great pain. The circulatory system 
generally seemed satisfactory, though there was a certain 
degree of clamminess and coldness of the feet. 

On November 10th bilateral lumbar ganglionectomy was 
performed, the second, third, and fourth ganglia on each side 
being removed, with the associated trunks and connexions. 
Some difficulty was experienced by reason of two separate 
chains of enlarged lymph nodes on each side, which obscured 
at first the ganglionic chains. Once the lymph nodes had 
been cleared away, however, there was no dubiety in the 
recognition of the ganglionic chains. 

Two days after the operation it was noted that the feet 
were much warmer and less clammy, that there were no pains 
in the knees, that the adductor spasm had passed off, and 
that the lower limbs could be moved much more freely, both 
actively and passively, and without pain. By December 7th 
—that is, a month after operation—at the time of his dis- 
charge from hospital, he was able to walk very satisfac- 
torily ; he could straighten his left knee almost fully, and his 
right very much better than previously. 

On May 24th, 1933, about six and a half months after his 
operation, he reported. He was able to walk well, though 
using a stick. He had full and free movements of his right 
hip. There was slight diminution of abduction and adduction 
of the left hip. Movements of the right knee were normal. 
Movement of the left knee was still a little limited. Ankle 
movements were normal. It was noted also that movements 
of the wrist and of the fingers were substantially improved. 


Case III.—Rapidly progressing and ankylosing polyarth- 
vitis of both upper and lower limbs, of rheumatoid type, 
in a girl aged 14. Duration of symptoms nineteen months. 
Medical treatment, including protein shock therapy, of no 
avail, so that ultimately she was completely disabled, and 
most of the larger joints weve ankylosed. Bilateral lumbar 
ganglionectomy on November 19th, 1934, was followed by the 
vapid disappearance of swelling of the affected joints and the 
abolition of pain, not merely in the lower limbs, but also, in 
marked degree, in the upper limbs, so that the grosser move- 
ments could be carried out, both actively and passively, with- 
out pain, within the limits imposed by the ankylosis already 
established. 


This girl was admitted to the Western Infirmary, Glasgow, 
on February 7th, 1934, to the wards of Professor T. K. Monro, 


suffering from a rapidly progressive polyarthritis of practi. 
cally all the joints of the upper and lower limbs, the first 
symptoms of which had been observed in April, 1933, The 
girl had had her tonsils removed in 1928, but there wag no 
joint trouble until April, 1933. Her ankles were first affecteg 
but later the other large joints of the upper and lower limbs 
became involved, particularly the knees and elbows, which 
became greatly swollen, stiff, and painful. In the summer 
of 1933 she was for nineteen weeks in the Paisley Royal 
Infirmary where, in addition to other treatment, she had 
protein shock therapy, with no remedial effect. 

When admitted to the Western Infirmary both elbows and 
knees had become permanently flexed and fixed. Extension 
failed to straighten the knees, and, under a general anaes. 
thetic, the lower limbs were forcibly straightened by frac. 
turing the femora a little above the knee.* Thereafter the 
lower limbs were kept in splints, in the extended position, 
The elbows were almost completely ankylosed, and in a very 
disadvantageous position, so that the girl was unable to feed 
herself. Any attempt at movement of the limbs, upper or 
lower, active or passive, caused great pain. Ultimately, 
though the advance of the disease seemed to have become 
arrested, pain continued to be a distressing feature. 

The patient remained in Professor Monro’s ward from 
February, 1934, until November, when she was transferred to 
my ward. At this time she was completely helpless. She 
was unable to alter her position in bed; the knees were 
markedly swollen and ankylosed ; the elbows were in semi- 
flexion; movements of ankles and hips were impossible, 
partly by reason of severe pain ; the lower limbs were still in 
splints. 

On November 19th, 1934, I performed bilateral lumbar 
ganglionectomy by the transperitoneal route. The second, 
third, and fourth lumbar ganglia and connexions were removed 
on both sides, and this was verified later histologically. From 
the time of the operation there was almost at once complete 
abolition of pain, and rapid diminution of the swelling of the 
affected joints followed. The splints were removed from the 
lower limbs and the grosser movements of these limbs could 
be carried out, both actively and passively, quite without 
pain, though the ankylosed knees remained stiff. It was 
observed that not only was there a marked remedial effect 
in the lower limbs but there was a definite and considerable 
improvement also in the upper limbs, so that quite a fair range 
of movement at the wrists and of the fingers became possible 
without pain. On December 13th, 1934, three and a half 
weeks after the operation, the girl was discharged from 
my ward greatly improved. 


CasE 1V.—Generalized and progressive polyarthritis of 
the joints of upper and lower limbs, of rheumatoid type, 
of slow development over a period of years, in a woman aged 
33. Earliest symptoms observed tem or a dozen years before, 
affecting first the smaller joints of the fingers and toes, but 
later involving also the wrists, gnkles, knees, and elbows. 
Patient at last quite unable to watk and practically bedridden. 
Bilateral lumber ganglionectomy on December 26th, 1934, 
followed by almost immediate relief of pain and diminution 
of swelling of the affected joints, and by rapid recovery of 
practically full movements of these. There was also observed 
a vemarkable associated improvement in the joints of the 
upper limbs, and particularly in the hands and fingers. 


This woman was admitted to the Western Infirmary, 
Glasgow, on December 14th, 1934, suffering from a very 
disabling polyarthritis of both upper and lower limbs, of 
slow development over a period of years. The onset of 
symptoms had been very insidious. Ten or a dozen years 
before the patient had had some recurrent pain and swelling 
of the smaller joints and of the fingers and toes, and later of 
the wrists, ankles, and knees. At a later stage still the elbows 
became involved to a slight extent. During the last two 
years the progress of the disease had become more marked, 
and particularly during the later months of 1934. For at 
least six weeks before her admission to hospital she had been 
quite unable to walk, and was practically confined to bed. 

On admission there was marked swelling of the metacarpo- 
phalangeal and the first interphalangeal joints of all the 
fingers of both hands. Both wrists were also considerably 


* For this part of the treatment I had no responsibility. It was 
carried out by another surgeon.—A. Y. 
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swollen and deformed, especially the left. Both ankles were 
swollen, stiff, and painful. Both knees were swollen, but 
the left more so than the right, and both were tending to 
adopt a position of flexion-contracture. Movements of all 
the joints were painful, and particularly movements of the 
‘cints of the lower limbs, especially the left knee. The skin 
of the legs and feet, particularly the left, was cold and 
dammy, and frequently the feet and ankles were covered 
with a clammy sweat. X-ray examination showed well- 
marked changes—regarded as being of a rheumatoid type—in 
several of the joints, including the astragalo-scaphoid joints 
of both feet. 

On December 26th a bilateral lumbar ganglionectomy was 
rformed. At the operation there was found to be a very 
definite fleshy enlargement of the pre-aortic lymph nodes, 
and in consequence there was some little difficulty in identi- 
fying the ganglionic chain on both sides, as well as some 
difficulty from venous bleeding, which, however, was success- 
fully checked. Almost immediately after the operation the 
ains in the lower limbs were completely relieved and the 
swelling of the joints quickly diminished. The skin became 
warm and dry, and the patient recovered practically full 
movements of the diseased joints. 

A very interesting feature of the case was the associated 
improvement in the joint conditions in the upper limbs. The 
tient was the first to draw attention to this improvement. 
Almost from the first she was quite clear in her mind that the 
upper limbs were much more comfortable than they had been 
before the operation, and as the weeks passed she regained 
in remarkable degree free movement at her wrists and of her 
previously much crippled fingers. She was soon able to walk 
quite well. She was discharged from hospital on February 
4th, 1935, fully six weeks after her operation. She has been 
seen since at frequent intervals, and the improvement has 
been well maintained. 

Note.—It may be of interest to state here that it was as a 
result of the personal recommendation of this patient that the 
following gravely crippled patient sought similar treatment. 


CasE V.—Extreme crippling polyarthritis of practically all 
the joints of both upper and lower limbs, of rheumatoid type, 
ina man aged 42. Marked deformities and muscular contrac- 
tures. Duration upwards of eight years. Various non-surgical 
lines of treatment of no avail. Ultimately, almost complete 
disablement ; much pain at rest and on attempted movements, 
active or passive, particularly of the lower limbs. Bilateral 
lumbar ganglionectomy on June 12th, 1935, followed at once 
by relief of pain, by relaxation of muscular spasm, and by 
rapid improvement in function of the limbs, even of the most 
disorganized and disabled joints. Probably a permanent 
improvement. Notable improvement in function of the joints 
of the upper limbs as well as of the lower. 


This patient was admitted to the Western Infirmary, 
Glasgow, on June 5th, 1935, complaining of a crippling poly- 
arthritis of the joints of both upper and lower limbs, with 
marked contractures. The illness began in 1927, some months 
after a gastric or duodenal perforation, with pain, stiffness, 
and swelling of both ankles. The onset was gradual. There 
was no acute rheumatic fever. The disease steadily advanced, 
so that in 1932 all the joints of the limbs had become affected, 
in varying degree, also the temporo-mandibular joints and the 
lower joints of the spine. He had medical treatment in the 
Royal Infirmary, Glasgow, in 1928 and 1932, with no im- 
provement. Amongst other lines of treatment he had protein 
shock therapy, but without remedial effect. Latterly he had 
become almost completely bedridden. 

On admission he was much emaciated, and there was con- 
siderable muscular atrophy, particularly of the muscles of the 
thighs and legs. Both hips were in a state of partial flexion ; 
neither could be extended to any degree. Both were in a 
permanent position of external rotation, the right more 
markedly than the left ; the right, in fact, was in a state of 
partial dislocation. Both knee-joints were swollen, and the 
bones were unduly prominent. Both ankles were stiff, and 
the feet unduly arched. The toes were in a position of 
marked plantar flexion, and were very stiff and deformed. 
The knees could not be extended beyond an angle of 45 degrees 
of full extension. The ankles, especially the right, were almost 
ankylosed. The shoulders and elbows were less affected, also 
the left wrist and hand, though the fingers of the latter 


showed characteristic flexion deformity. The right hand was 
greatly deformed, all the fingers being acutely flexed upon the 
palm, and deflected to the ulnar side. They were practically 
incapable of voluntary movement. The right hand could not 
be used for grasping. The patient was almost always in pain, 
and any attempt at abducting the thighs or moving the knees, 
ankles, or toes caused considerable outcry. Both feet and legs 
were constantly clammy, wet, and cold. 

An x-ray examination on June 10th, 1935, showed the fol- 
lowing: (1) shoulders and elbows—comparatively normal ; (2) 
hand and wrists—osteoporosis of bones and general narrowing 
of joint spaces with destruction of cartilage ; (3) pelvis—arth- 
ritis of right sacro-iliac and right hip-joints, destruction of 
cartilage, and some localized bone destruction (a low-grade 
type of infective arthritis suggested) ; (4) knees—destruction 
of cartilage, especially of articular surface of patella, with 
osteoporosis ; (5) ankles—well-marked destructive arthritis, 
joint spaces diminished or destroyed, some bony ankylosis. 

On June 12th a bilateral lumbar ganglionectomy and trunk 
resection was performed. The ganglionic trunk on both sides 
was somewhat thin and the ganglia unusually small. During 
the first few days after the operation the patient was some- 
what ill by reason of a post-operative bronchitis and a 
limited patchy bronchopneumonia ; fortunately this cleared 
up quickly. As regards the general joint condition, however, 
the result from the very first was almost magical. Pain 
entirely disappeared, and the lower limbs became warm and 
dry. The range of movement, especially of the lower limbs, 
greatly improved, and even the disabled and partly luxated 
right hip showed improvement. Muscular spasm disappeared 
almost from the first, and soon even the contracted knees 
could be straightened to an unexpected extent. The patient 
was finally discharged from hospital on July 13th, greatly 
and probably permanently improved. A certain amount of 
walking was now possible, but this was somewhat limited by 
reason of the still existing plantar flexion of the great toes. 

A particularly gratifying feature noted in this case, as in 
several other similar cases, was the improvement which 
occurred simultaneously in the joints of the upper limbs. The 
wrist-joints became more flexible, and finger movements— 
even those of the right hand—very greatly improved. In 
the course of a few days the patient was able to use the 
previously completely useless right hand for a variety of 
purposes hitherto quite impossible, and he developed quite 
good grasping power. He himself drew attention to the 
gratifying improvement in function in the upper limbs—all 
the more grateful to him because so unexpected. 


Case VI.—Generalized and progressive polyarthritis of the 
larger joints, of both upper and lower limbs, of rheumatoid 
type, of slow development over a period of two years, in a man 
aged 49, the subject of an old anterior poliomyelitis. Non- 
surgical treatment, including protein shock and_ vaccine 
therapy, of no avail. Considerable pain and limitation of 
movement of the affected joints. Bilateral lumbar gangliow 
ectomy on October 21st, 1935, followed at once by complete 
banishment of pain and by improved range of movement. 
Remarkable improvement also in respect of the joints of the 
upper limbs. 


This man was admitted to the Western Infirmary, Glasgow, 
on September 15th, 1935, complaining of pain and stiffness 
in most of his larger joints of over two years’ duration. Before 
admission he had been seen in consultation by Mr. W. A. 
Mackey, who arranged for his admission. The trouble began 
somewhat insidiously, involving first both ankle-joints, and 
extending later to most of the other distal joints, including, 
particularly, both knees, both elbows, and both wrists. Vari- 
ous lines of treatment had been tried, including protein shock 
and vaccine therapy, but without any improvement. In other 
ways the man appeared healthy, and nothing was discovered 
in the way of material focal sepsis. He had had from time to 
time a slight urethral discharge, but there was no evidence 
that this had in any way been responsible for the production 
of the polyarthritis. His tonsils were healthy. 

When admitted to hospital there was abundant evidence of 
a progressive and disabling involvement of many of the larger 
joints. Both ankles were still swollen, the swelling being in 
part, at least, periarticular. Both knees were swollen, with 
obvious thickening of the synovial membrane, and also a good 
deal of effusion into the joints. There was marked peri- 
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articular swelling of both wrists and of both elbows. Move- 
ments of all of these joints were, in varying degree, limited 
and painful, except in the case of the right elbow. The range 
of flexion of the left elbow was limited to 60 degrees, that of 
extension to 160 degrees. The interphalangeal joints and the 
metacarpophalangeal joints of both hands were not very 
obviously abnormal in appearance, but in the case of the 
right hand there was the beginning of a definite ulnar devia- 
tion of the fingers, and the hand grip was definitely lessened. 

An x-ray examination on September 17th showed the follow- 
ing: polyarthritis, with associated destruction of the articular 
cartilage of the left knee ; narrowing of joint space of the 
left elbow, but no actual ankylosis; early changes in the 
right wrist and right intertarsal articulations ; early changes 
suggestive of rheumatoid arthritis at the carpus and at the 
proximal interphalangeal joints. Both legs showed consider- 
able wasting of muscles below the knee, and on each side there 
was a well-marked pes cavus. These were sequels to an 
anterior poliomyelitis in early life, and were more marked in 
the left leg than in the right. 

On October 2Ist a bilateral lumbar ganglionectomy and 
trunk resection was performed by the transperitoneal route. 
Excellent exposure of the ganglionic chain was obtained on 
both sides, and the usual three ganglia were removed. Many 
enlarged lymph nodes were found in close relation to the 
ganglionic chains. At the conclusion of the ganglionectomy 
a markedly atrophic appendix, which was attached by 
definitely inflammatory adhesions to the root of the mesentery, 
was removed. The operation was well borne. 

The subsequent progress in the days immediately following 
operation was generally satisfactory. The only troublesome 
feature, which persisted for several days, was the difficulty the 
patient had in voiding urine ; on several occasions catheteri- 
zation was necessary. On the other hand, the operation was 
followed at once by the complete banishment of joint pains 
and by a very obvious improvement in the range of voluntary 
movements. A noteworthy feature, too, was the fact that the 
patient himself drew attention, within the first twenty-four 
hours, to the substantial improvement which had taken place 
in the upper limbs as well as in the lower limbs. He found, 
for example, that he was able to use his right hand much more 
freely, and with considerably enhanced power. It was also 
observed that not only were the feet, which had previously 
been moist, clammy, and cold, now warm and dry, but that 
the same improvement, though to a less degree, had occurred 
in the case of the hands. 


A Seventh Case 

Since the last of these was dealt with I have had occa- 
sion to treat a further case of a similar kind, and though 
it is true that so far the result has been less satisfactory 
than any of the six—indeed, all the more for this reason 
—it seems well that it should be reported in full with the 
others. 

The patient was a man aged 38, who had had symp- 
toms for fifteen years, and had been completely disabled 
from work for nine years. Many joints of both lower 
limbs and upper limbs were involved, and some of them 
were almost ankylosed. He was operated on in February, 
1936, and obtained immediate relief from pain, as well 
as a considerable improvement in function ; but further 
progress seems for the present to have been suspended. 
He is able to get about with considerably more freedom 
than previously, and has much less pain in his joints, but 
there seems to have been some slight recurrence of 
swelling, particularly of his knees, and the ultimate result 
is yet undetermined. The case is worthy of record, if 
only te emphasize the fact that not every case will 
necessarily respond to treatment in an equally satisfactory 
way. 

The following is a detailed report of this seventh case. 

Case VII.—Severe, progressive, and widely generalized poly- 
arthritis of joints of upper and lower limbs, of rheumatoid 
type, in a man aged 38. Earliest symptoms appeared fifteen 
years before. Patient had been quite unable to work for the 
last nine years. Admitted to hospital in September, 1935, 
with a view to lumbar ganglionectomy, but a severe attack 


of appendicitis, which demanded emergency operation, made 
the postponement of ganglionectomy inevitable. It was not 
indeed, until February 26th, 1936, that the ganglionectomy 


procedure was carried out. A bilateral operation was followeq | 


at once by complete relief of pain, by diminution of the 
swelling of the affected joints, and by substantial improve. 
ment in function. Th:s improvement occurred in the upper 
limbs as well as in the lower. 


This patient was admitted to the Western Infirmary 
Glasgow, on September 15th, 1935, complaining of painful and 
stiff joints of both upper and lower limbs, of many years 
duration. The condition dated back to 1921, when the 
patient was laid up for over two months with successive acute 
inflammatory conditions affecting most of the joints, which 
gradually became stiff; some of them had become almost 
ankylosed. For the last nine years he had been quite unable 
to work. There was no history of venereal infection. The 
joints affected were as follows: fingers of the right hand, 
‘swollen, stiff, and contracted ; right wrist, almost ankylosed ; 
elbow, ankylosed at an angle of 90 degrees; right knee, 
swollen, stiff, and movement restricted to about 30 degrees 
(90 degrees flexion and extension to 120 degrees) ; left elbow, 
extension limited to 140 degrees ; left knee, like the right, 
In other respects the man appeared healthy. 

He was admitted with a view to early ganglionectomy, 
but immediately following admission he developed an acute 
appendicitis with abscess formation, which called for imme. 
diate operation, and which for the time being ruled out the 
ganglionectomy procedure. An x-ray examination of the joints 
at this time gave the following result: ‘‘ Polyarthritis, asso- 
ciated with marked narrowing of the joint spaces of both 
knees, and ankylosis of the right tarsus. Marked articular 
destruction and ankylosis have taken place in the right elbow. 
The right wrist-joint also partially ankylosed. No changes 
were made out in the spine.’’ The man was discharged 
from hospital on October 9th, 1935, three weeks after his 
appendix operation. His joint condition was as before. 

He was readmitted on February 15th, 1936. At this time 
further examination was made of his joints. There had been 
little change from the earlier note. The knees were perhaps 
a little more swollen, and the movements of both knees a 
little more restricted. The ank: joints were more definitely 
involved. The feet were genevally covered with a cold, 
clammy sweat. 

On February 26th a bilateral lumbar ganglionectomy and 
trunk resection was performed by the usual transperitoneal 
route, the second, third, and fourth ganglia being removed 
on both sides. On the right sice these were removed in an 
unbroken chain, but on the left side the third and fourth, 
with the corresponding trunk and connexions, were removed 
separately from the second, which was unusually high, and 
which was united to the third by a very thin nerve strand. 
There were considerable adhesions in the region of the 
caecum. 

The after-course was uneventful. From the time of the 
operation the man’s sensations ~vere completely altered. His 
feet and legs felt warm and dry, and he himself drew attention 
to the fact that his hands and right wrist had participated in 
the improvement. He was dismissed from hospital on March 
22nd, when he was able to get about much more freely than 
formerly. The movements of all his joints were improved, 
notably the right ankle and both knees. He was still using 


. walking-sticks, but it may be said that the general improve- 


ment appeared to be well maintained. He reported on April 
18th. He was now able to get about much more easily, but 
he had some pain in his right hand, probably due to the 
use of his stick. 


Osteo-arthritis 

In my original paper before the Royal Medico-Chirur- 
gical Society in Glasgow in 1931 reference was made to 
the successful result of periarterial sympathectomy in 
the treatment of certain doubtful joint conditions, and 
one case was cited of destructive osteo-arthritis of the 
ankle and tarsus in a middle-aged man (a case of doubt- 
ful pathology), in which an unexpectedly favourable 
result was obtained by the periarterial procedure. 
Thought, at the first, to be possibly a chronic tuberculous 
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Jesion, the condition was found ultimately to present 
features inconsistent with such a diagnosis, but the exact 
pathology could not be determined. More as an experi- 
ment than anything else the periarterial operation was 
undertaken, and the result was so satisfactory that the 
patient, who had been before almost completely crippled, 
was able to return to work, and has been able to work 
normally since, the affected ankle being restored prac- 
tically to normal. 

It is admitted that, only in the exceptional case, can 
such a favourable result be expected in advanced cases 
of osteo-arthritis. Some temporary improvement may be 
effected, especially in respect of pain, but only occasion- 
ally can permanent benefit be achieved. It is probable 
that, in cases of osteo-arthritis which have reached any- 
thing like an advanced stage, not even the more severe 
procedure of ganglionectomy can hold out substantial 
promise of benefit, except perhaps in the relief of pain 
and in diminishing spasm. 

Iam able to record, however, one case of a somewhat 
striking character, where such a favourable result fol- 
lowed upon the carrying out of a lumbar ganglionectomy. 
The case was one of advanced, grossly disabling osteo- 
arthritis of the left hip-joint in a woman aged 62. Her 
symptoms had developed progressively during four years, 
until ultimately she walked only with difficulty, and 
suffered severe pain on any attempt at walking. The 
region of the left hip was swollen, There was marked 
objective crepitus, and the movements of external rota- 
tion and of abduction at the hip were markedly limited. 
X-ray examination showed advanced  osteo-arthritic 
change, with lipping of the acetabulum and considerable 
increased density of the bone. So much was she crippled 
and so insistent her pain that the patient herself de- 
manded that the ganglionectomy operation should be 
tried. Her request was granted, and the operation was 
followed almost at once by a manifest improvement in 
the circulation in the limb. by almost complete disappear- 
ance of the pain, and by considerable improvement in all 
the movements at the hip. This improvement was main- 
tained ; when she was seer. many months after, pain had 
quite gone and she was'able to walk with comfort. 
Detailed notes of the case follow. 


CaSe VIII.—Advanced disabling osteo-arthritis of the left 
hip-joint, of four years’ duration, in a woman aged 62 ‘years. 
Great aggravation of disability in the later period. Gross 
osteo-arthritic change in the hip-joint, confirmed by x-ray 
examination. Severe pain from the hip down the anterior 
and external aspect of thigh, knee, and leg, ultimately making 
walking almost impossible. Left lumbar ganglionectomy ana 
trunk resection on May 22nd, 1933, followed at once by an 
improvement in the peripheral circulation and rapid ameliora- 
tion of the painful disability. Pain entirely disappeared, and 
substantial improvement occurred in the movements of exter- 
nal rotation and abduction at the hip. Improvement main- 
tained—probably permanent. 


This woman was admitted to the Western Infirmary, Glas- 
gow, on April 27th, 1933, complaining of severe pain in and 
around the left hip, and pain shooting down from the front 
of the hip along the front of the thigh and the anterior and 
outer aspects of the knee, leg, and foot. The symptoms 
were of gradual but progressive development during about 
four years. At first pain was felt chiefly on walking, but at 
a later period even when at rest. As a result the patient 
walked only with a marked limp and required the use of 
walking-sticks. There was no pain in any other joint. The 
region of the left hip was swollen. There was as a rule no 
subjective sensation of creaking, but objectively crepitus could 
be made out. The movements of external rotation and of 
abduction of the left lower limb were markedly limited. 
There was no ascertained focal sepsis anywhere. X-ray exam- 
ination showed advanced osteo-arthritis of the left hip-joint, 
with lipping of the acetabulum and local increased density of 
the bone. Elsewhere the bone texture was normal. 


The patient became so crippled that, in spite of her age, 
she was anxious that operative treatment should be given a 
trial. Accordingly, on May 22nd, a left lumbar ganglionec- 
tomy and trunk resection was carried out. The operation was 
rendered somewhat difficult by excess adipose tissue in the 
anterior abdominal wall and retroperitoneally. In consequence 
the third and fourth ganglia were removed in one piece, with 
their connecting trunk. There was a certain amount of doubt 
as to whether the second ganglion was actually removed. 

Immediately following the ganglionectomy, however, there 
was a manifest improvement of the circulation of the limb, 
the foot and leg becoming definitely warmer ; the improvement 
was progressive and steadily maintained. The patient was 
discharged from hospital on June 23rd, able to walk quite 
freely without pain, and with much less limitation of the 
movements of external rotation and abduction. She was seen 
several times after her discharge, the latest occasion a good 
many months after, when her general condition was excellent, 
there was no pain, and she was able to walk with comfort. 


Conclusion 


In view of the results detailed above it is clear that by 
a sympathectomy procedure, such as ganglionectomy, a 
substantial degree of relief can be given in many cases of 
profoundly disabling polyarthritis, especially in those of a 
rheumatoid type, and even in certain cases of osteo- 
arthritis. completely bedridden and _ crippled 
patients may thereby be relieved from pain to a remark- 
able degree, and may even be restored to the possibility 
of a useful life. 

While it is perhaps more particularly in those cases 
where the active disease has exhausted itself, or, as it 
were, has burned itself out, that the ganglionectomy pro- 
cedure will prove most efficacious, it may well be con- 
sidered whether the same procedure might not be worth 
trying as a definite therapeutic agent even in the earlier, 
more active stages of the disease. It should have the 
effect of producing such a degree of improvement in the 
peripheral blood supply and in the local temperature as to 
exert a valuable therapeutic influence upon the local joint 
conditions. 

It may well be, also, that the disturbance so induced in 
the physiological equilibrium of the tissues of the limbs, 
in directions as yet undetermined, may have a beneficial 
influence both on articular and on periarticular structures, 
and may in this way alter favourably the whole thera- 
peutic outlook. 
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A. Gutman (Thése de Paris, 1936, No. 313), who records 
three illustrative cases in men aged 58, 60, and 71 
respectively, states that cancer of the male breast presents 
the same features as in the female. The prognosis 
depends chiefly on the stage of the disease at which the 
diagnosis is made and the variety of the malignant 
growth. Recurrences are frequent, and death is due to 
cancerous cachexia. Pulmonary metastases are the rule, 
and occurred in two of Gutman’s patients who died, 
while the third was lost sight of. According to some 
authorities, such as Velpeau, Birkett, and Liston, the 
prognosis of cancer of the male breast is more favourable 
than that of mammary cancer in the female owing to 
the greater frequency in the ™!< of the less malignant 
forms of cancer. 
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The public concern regarding the facts relating to maternal 
mortality and morbidity is unabated, and while the almost 
instinctive desire to scapegoat someone or something— 
the general practitioner, the midwife, the local health 
authority, and, of accepted custom, the Government—has 
been transmuted into an anxious recognition of the com- 
plexity of the problem, it must be acknowledged by those 
directly concerned that unremitting and unselfish devo- 
tion toward its solution is what is expected of us. 

If the massive bulk of the literature on the various 
aspects of the subject were taken as an earnest of the set 
purpose to win through, then it would be but a question 
of time ere the goal of the irreducible minimum were 
attained. Much of the literature, however, does not deal 
with matters that are directly germane to that urgently 
desirable objective. A typical composite contribution 
gives considerable space to the comparison of the avail- 
able statistics of many nations; discusses, usually by well- 
worn quotations, the fallacies incidental to the make-up of 
maternal mortality rates; draws favourable deductions in 
respect to a particular rate according with the nationality 
of the author, and, while admitting that the rate is no 
better than it should be, suggests that it is at least much 
better than the worst. 

In the end all authors admit, and we agree with them, 
that any and every such national rate is capable of 
substantial improvement. In our own country there can 
be but few families, either within their own membership 
or that of close relatives, without record of a death which 
has contributed to the national maternal mortality rate. 

But the literature abounds, too, with records that are 
the product of extensive researches on which, in respect 
to personnel, laboratories, and equipment, money has 
been expended without stint. They cover detailed 
inquiries, which are mainly biochemical and_bacterio- 
logical, as well as others of a climatological, sociological, 
or seasonal character. Clinical technique has not been 
forgotten, and latterly, perhaps following on some signifi- 
cant vitamin reactions, the preventive effect of dietetic 
control, particularly in relation to puerperal infection, is 
being investigated. From all these sources new facts are 
being constantly contributed, and, added to what we 
already know, they constitute an almost overwhelming 
fund of information on which to draw. 

I apprehend that the purpose which the committee of 
this Section has in mind is that my colleagues and I should 
submit jointly for consideration and discussion such infor- 
mation and opinions as we possess concerning the 
maternity services at present available in this country. 
From such a conspectus, submitted to discussion, it may be 
anticipated that points essential to a creditable maternity 
service will emerge. It is not, I gather, expected—at 
least, I hope not—that from our deliberations yet another 
national maternity service will find expression in 
published form. 

My terms of reference as the introducer of this discus- 
sion include the submission of a_ general survey of 
maternity services at present available. I have interpreted 
this as excluding the detailed figures of the great and 


* Read in opening a discussion in the Section of Obstetrics and 
Gynaecology at the Annual Meeting of the British Medical Asso- 
ciation, Oxford, 1936. 


steadily increasing number of local authorities who take 
seriously their obligations and responsibilities under the 
maternity and child welfare and other allied enactments, 
And as there are few, if any, maternity services as such 
which have neither an administrative nor a financial rela. 
tion to the health authorities, it would be difficult to 
detach wholly a substantial group of maternity services 
and deal with them separately. 


Principal Factors 


If it be difficult to make a satisfactory general Survey of 
maternity services as to form and scope it may be usefy] 
shortly to discuss the principal factors in their make-up, 
actual and prospective. 

First then the mother. Whatever justification there may 
be for a semi-terrorist campaign in regard to cancer, it is 
certain that maternity-care propaganda to be helpful 
must be conducted on lines of reassurance and not of 
menace. The susceptible nervous system of the pregnant 
woman is readily impressed by a recital of possible com. 
plications, even to the extent of what has been termed 
anxiety neurosis—a very unwelcome accompaniment. An 
essential objective to ensure the success of maternity 
services is to gain the confidence and support of women 
generally, 


Ante-natal and Post-natal Care 


Many evidences are available which go to show that 
that confidence is steadily being won. Among them is the 
growth in the number of, and attendances at, ante-natal 
clinics, of which we shall hear later. But those numbers 
are far from representing all the ante-natal care which is 
being carried out. A considerable, and probably much 
greater, amount is being effected by private practitioners. 

Some of my fellow-teachers present will agree that for 
the past few decades the training of medical students in 
obstetrics has been very different from that which we 
underwent as students, in particular as regards ante-natal 
care and what Ballantyne termed ante-natal pathology. 
Judged by the age-standard of other branches of know- 
ledge ante-natal science is young. Mistakes and unverified 
prognoses are inevitable, but experience is being gained 
and new facts established and recorded to afford a stable 
basis on which advice and treatment are being founded. 

Such considerations as these are not, presumably, in the 
minds of those who express disappointment with the 
results of the much extended ante-natal care in clinics and 
in private practice of recent years. I am in entire agree- 
ment with the view that competently conducted ante- 
natal clinics are rendering very valuable maternity service, 
and that that service will be further enhanced by the 
experience which is being accumulated on so large a scale. 
No one, I think, will dispute the advantages of the material 
benefits dispensed by the clinics to those otherwise unable 
to obtain them. Incidentally they afford, too, an avenue 
whereby, in a general way, some dietetic reactions in 
pregnancy may be observed. 

That post-natal care should be the corollary of the ante- 
natal clinic will scarcely be denied if regard be had to the 
generally accepted statement that of cases attending 
gynaecological out-patient departments no less than 40 per 
cent. have a causal relation to obstetrics. If the criticism 
be well-founded that at post-natal clinics there is a 
tendency to recommend operative treatment for conditions 
which, given reasonable time, are naturally curable, it 
can with greater cogency be urged that very many Cases 
coming to the gynaecological department exhibit aggra- 
vation and complications that could have been avoided by 
early post-natal care. 
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The Midwife 

The midwife may make or mar the success of any 
maternity service. For that reason the form in which the 
Bill now before Parliament reaches the Statute Book is 
of critical importance. In its provisions it is evident that 
the inevitable disturbance of vested interests which such a 
measure entails has been foreseen, and, up to a point, I 
think, fairly met by the Minister. In him we recognize 
a statesman who is anxious by means of fair dealing to 
Jaunch his Bill on the appointed day in an atmosphere ot 
good will—in no sphere more indispensable to effective 
working than in that of midwifery. To that end, in the 
matter of compensation, may we say that it will be a good 
investment to make provision for some generosity rather 
than for mere actuarial justice. I am sure I may state 
that we regard the provision for direct consultation and 
co-operation by local authorities with existing voluntary 
agencies as vital to success. 

Take, for example, the Queen’s Institute of District 
Nursing, which, judged by present-day standards, has for 
many years rendered high-grade midwifery service not 
only in cities and large towns but in many rural areas 
where no other agency has even blazed a trail. The 
administrative experience gained by the Institute cen- 
trally and through its affiliated associations will be invalu- 
able under the new conditions, and probably exemplary 
to some of the officers of local authorities framing their 
schemes under the Act. The traditional co-operation of 
the Queen’s nurses with general practitioners will make 
for smoothness of working. 

This brief reference to the Midwives Bill is made mainly 
for the reason that from its commencement and thence- 
forward a fundamental section of the maternity services 
of this country will be largely recast, with its administra- 
tion in the hands of the local authorities under the general 
control of the Ministry of Health. It is a prelude, and I 
thing a necessary one, to any effective national maternity 
service, in that, inter alia, it will automatically remove 
the surplus midwives from practice, and_ will, on the 
average, enhance the conditions of service and emolument 
of the midwives employed, together with the status of 
their calling. But it will take some time for this founda- 
tion of a national service to consolidate, and there may be 
some reactions not at present clearly visualized. 

May we take this opportunity of offering our congratu- 
lations to the Joint Council of Midwifery and particularly 
to the Chairman of its Midwifery Services Committee, Dr. 
T. Watts Eden. It is understood that it is mainly on the 
committee’s report that the Bill has been framed. 


The General Practitioner 


A national maternity service which excludes the general 
practitioner from its responsible personnel is impossible 
and unthinkable. The State which requires, through the 
General Medical Council, that he must pass, equally with 
medicine and surgery, a recognized examination in 
obstetrics in order to register could not condone such an 
omission. But apart from that, in domiciliary practice, 
which comprises and will continue to comprise the bulk 
of confinements in this country, the general practitioner is 
in the first line. 

There are practitioners who, through preference or for 
other reasons, do not take midwifery, but among the 
remainder—and on this I am sure my teacher-colleagues 
will agree with mce—there are not a few but very many 
who, in knowledge, experience, and technique, are first- 
class obstetricians. Instances must be known to many of 
us of practitioners, declaredly, not taking midwifery, and 
that without detriment to their status in other spheres of 


their practice. Again, there are general practice partner- 
ships in which the midwifery is undertaken by one of its 
members, who may have taken a diploma in obstetrics. 

The principle of continuity of individual medical super- 
vision under conditions of free choice has much to com- 
mend it. But, in a general service, it may be very diffi- 
cult to achieve. Its attractiveness is all the more marked 
when compared with its antithesis, which is not infre- 
quently exemplified under prevailing conditions. 

A young primigravida having a few months previously 
entered upon the curriculum of motherhood submits herself 
to the preliminary and more or less scientific examination by 
a midwife; later, after having received at a clinic much 
information on various subjects, one or two of which are more 
or less cultural, she undergoes a first and even a second pro- 
fessional examination by duly registered medical practitioners. 
The final test and its evidences are normally unmistakable, 
and within the statutory quota of days the related certificates 
are available. 

Further merit may be acquired by attendance at a post- 
graduate course represented by a post-natal clinic. In each 
of these stages our primigravida-primipara may encounter 
different personnel, and she has good reason to complain that 
her motherhood curriculum is overloaded and highly depart- 
mentalized. 

Some of us are familiar with the analogous submission from 
our medical students. Albeit, their curricular interests are— 
shall we say ?—rather less subjective than those of the mother. 


The Consultant 


The consultant does not ‘“‘ butt in’’; he is called in. 
He consults, not with the midwife, but with the general 
practitioner. He is essential to a maternity service. The 
great majority of confinements are normal. In not a few 
there is abnormality with which the general practitioner is 
perfectly competent to deal. There is, however, a much 
smaller number which, in common fairness, no practitioner 
should take the responsibility of managing single-handed, 
and in which, provision having been made for consultant 
services, it is his duty to call in a consultant. Usually 
this is gladly done. One of the advantages of a recognized 
maternity service is that its complementary factors involve 
no reflection on the convoking of colleagues under con- 
ditions. It is the proper thing to do. 


Hospitals 


The hospital is an indispensable adjunct of a maternity 
service ; but there are hospitals and hospitals. The home 
is infinitely safer than the carelessly conducted hospital. 
The contingent reservation of beds in a mixed hospital 
where separate nursing and administration are impossible 
is not to be commended. But even under such conditions, 
given skilled and discerning nursing, the results may com- 
pare favourably with those of much more costly and 
elaborate hospitals where blind reliance is placed upon 
the structural separation of the maternity department. I 
said advisedly ‘‘ may compare favourably,’’ but, other 
things being equal, the average comparison is unfavour- 
able. In other words, knowledge and skill being available 
in both instances, the better structural conditions give 
better results. For some time to come, however, the only 
provision in very many rural and in some urban areas 
will be by reservation of beds in a mixed hospital. Apart 
from being a meeting place for co-operation between 
practitioner and consultant, the hospital affords the means 
of gaining that blessed relief which comes from_practi- 
tioners in the area sharing the anxieties and responsibilities 
of difficult midwifery. Further, in its measure, it is a 
basis for ante-natal supervision and a contribution to the 
time-factor in labour which is so important in diminishing 
the ‘‘ interference ’’ rate. 
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There is, indeed, no wonder that the number of women 
of all classes seeking institutional accommodation for their 
For this there are 
good reasons, and among them the freer availability of 
The availability of analgesia 
and/or anaesthesia for parturient women is truly a worthy 


confinements is steadily increasing. 
analgesia is not the least. 


objective. 


The attractions and advantages of maternity hospitals | 


notwithstanding, the conduct of, and the equipment for, 


domiciliary midwifery will remain the centre of the whole 
problem, and will, in the main, control the mortality and 


morbidity rates. 


Administration 
As regards administration some would urge that, as 
the Rochdale example would seem to 
sustained good will and co-operation on the part of all 
the personnel and institutions concerned, strikingly good 


results may accrue even without further legislation than 


exists at present. This may be true on the small scale, 
even after making due allowance for the change to be 
brought about by the Midwives Bill when it becomes an 
Act, but the majority view is that, for a national service, 
both central and local advisory bodies with suitably repre- 
sentative membership and with responsible status would 
be necessary if that indispensable element to success is to 
be fully enlisted—namely, the confidence of the doctors, 
of the midwives, and of the public, 


MATERNITY SERVICES: THE PART 
PLAYED BY EDUCATION OF 
MEDICAL STUDENTS * 


BY 
F. J. BROWNE, M.D., F.C.0O.G. 


PROFESSOR OF OBSTETRICS AND GYNAECOLOGY IN THE UNIVERSITY 
OF LONDON ; DIRECTOR OF THE OBSTETRIC UNIT, UNIVERSITY 
COLLEGE HOSPITAL, LONDON 


In dealing with the teaching in the medical schools and 
the ways in which it may be improved I have felt it 
necessary to present not merely my own views but also, 
so far as possible, those of other teachers. For the 
purposes of this discussion, therefore, I sent a questionary 
to chiefs of maternity departments in twenty-two medical 
schools in Great Britain and Northern Ireland. In all 
twenty questions were asked, but space will only allow 
me to indicate in a general way some of the more impor- 
tant results. 

Let us start with the assumption that whatever is to 
be the future of maternity work in this country the 
services of the general practitioner are at present indis- 
pensable. An increasing number of the leaders of thought 
in these matters see the ideal scheme as one staffed by 
highly trained specialists, but for the time being the 
personnel to work such a service does not exist, and to 
attempt to start it on a large scale with people inade- 
quately trained would be to court disaster. Further, 
there is.no doubt that many patients, especially of the 
better class, will continue to demand the moral support 
of their family doctors in one of the greatest crises of 
their lives. The service can thus at best be only an 
alternative one. I shall therefore try to indicate the ways 
in which undergraduate teaching and experience may be 
improved. 


* Read in the Section of Obstetrics and Gynaecology at the 
Annual Meeting of the British Medical Association, Oxford, 1936. 


indicate, with 


| number is as low as five or six. 


Clinical Experience 


An increase in the number of beds is, [ contend 
urgently necessary. In the twenty-two schools to which 
my questionary was sent there is an annual entry of 1,899 
students, but only 1,400 obstetric beds are available for 
teaching them—that is, less than one bed per student, 
Half the schools have fewer than fifty beds. In two the 
number of beds is twelve, and in one it is thirteen, yet 
these three schools between them admit 142 students 
annually, or four students to each midwifery bed. It jg 
generally agreed that a hospital of less than fifty beds 
will not provide sufficient variety of material to enable 
any number of students, however small, to be trained 
properly. If our voluntary hospitals are unable or un. 
willing to provide an adequate number of beds for the 
training of students one of the chief reasons for their 
continued existence will have disappeared. 


Recommendations of the General Medical Council 


Compliance with the recommendations of the Genera] 
Medical Council should be enforced. I believe I am right 
in saying that not a single school in this country complies 
with these recommendations in so far as the teaching of 
midwifery is concerned. Let us look at one or two of 
them. One of the most important is that the maternity 
student should live for at least two months in the hospital 
or in quarters adjacent thereto. This condition is fulfilled 
in only nine of the twenty-two schools to which the ques- 
tionary was sent. Again, it is recommended that six 
months should be devoted to clinical obstetrics and 
gynaecology including child welfare, but in only half the 
schools is the time nominally six months. The student 
should devote the whole of that six months to these 
subjects with the exception of the time necessarily taken 
up with attending systematic lectures, yet this condition 
is complied with in only ten of the twenty-two schools. 

Again, the student’s time should be so divided that 
approximately two-thirds is devoted to midwifery and 
one-third to gynaecology. Only four fulfil this require- 
ment ; in the others far too much time, sometimes much 
the greater part, is spent on gynaecology, and in several 
medical and surgical paediatrics are studied at the same 
time. The recommendations also provide that the 
student should attend and personally deliver at least 
twenty lying-in women. The average number in the 
twenty-two schools is about seventeen, and in some the 
Is it surprising that only 
four of the twenty-two chiefs of departments who replied 
to the questionary described themselves as satisfied with 
the teaching as it is done at present, or that one despon- 
dently expressed himself thus: ‘‘ Gifted with an uneasy 
conscience in endeavouring to discharge my duties as a 
teacher adequately for the past sixteen years, I only 
succeed in undermining my health and producing a 
second-rate race of obstetricians ’’? 

You may agree with me in wishing that the General 


| Medical Council would begin to exercise the great powers 


it possesses under the Medical Act of 1858 and ‘‘ put the 
general interest of medical education before the particular 
and limited interest of the bodies or institutions 4? its 
individual members represent. If the Council does not 
regard the statutory powers it possesses as sufficient, -t 
should seek them, for peaceful persuasion has obviously 
failed. 


Teaching in Relation to the Needs of the 
General Practitioner 


Opinion is divided regarding the value of systematic 
lectures, and the practice of schools varies widely in this 
respect. Some teachers give fifteen lectures yearly, and 
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think the number excessive ; others give eighty and think 
it not too much. Personally, I am a believer in teaching 
the principles of midwifery thoroughly in systematic lec- 
tures, and I gain support for my views from no less an 
quthority than T. H. Huxley.’ Probably there is much 
truth in the opinion expressed by one of my correspon- 
dents: ‘‘ Lectures, in my opinion, are so much a question 
of the personality of the lecturer that ten may be too 
many or 100 not enough.’’ I think, too, that attendance 
at lectures should be optional. If students do not find 
it worth while to attend it is worse than useless to compel 
them to do so. Some years ago at University College 
Hospital we introduced ‘‘ junior clinical midwifery,”’ 
which runs concurrently with the systematic lectures. 
The class, confined to those students who have not yet 
done any clinical midwifery, meets once weekly for nine 
or ten weeks in the hospital wards, and cases illustrating 
the subjects being dealt with in the lectures are demon- 
strated. For example, in the week in which the signs 
and symptoms of pregnancy are being discussed the junior 
student has them demonstrated to him in the ante-natal 
wards, and the same procedure is adopted with abdom- 
inal palpation, normal labour, the puerperium, etc. By 
thus bringing the student early into contact with patients 
his interest is aroused and maintained in a way that is 
impossible by lectures alone. 


Clinical Instruction 
Clinical instruction should not aim at making the 
student an obstetric expert. It is, I believe, impossible 
so to train the undergraduate as to make him fitted by 
skill and judgement to deal with all obstetric emergencies, 
and in this opinion my correspondents were unanimous. 
We can, however, do much to make him safer than he 


is to-day. In the first place, we can instruct him well in 


constructive ante-natal care and in the timely recognition 
of abnormalities. Secondly, we can give him a thorough 
drilling in the conduct of normal labour, in obstetric 
analgesia and anaesthesia, and in the principles of anti- 
sepsis and asepsis as applied to the parturient and lying-in 
woman. Thirdly, we can teach him to recognize his 
limitations ; to realize that his province is the care and 
supervision of normal pregnancy, labour, and puerperium ; 
to give his patient confidence ; to administer analgesics 
and anaesthetics ; to repair a torn perineum ; to treat 
the simpler emergencies such as post-partum haemor- 
rhage ; and, when necessary, to apply low forceps. We 
siould not attempt to train him in the details, but only 
m the principles of the treatment of the graver emer- 
gencies, nor should examiners require such knowledge. 
Principles are permanent, but details of treatment 
vary from time to time and can always be acquired 
by the practitioner from his own reading at a_ time 
when, if ever, he is in a position to use his acquisition 
in practice. 

So far as domiciliary midwifery is concerned we eare 
living in times that differ radically from those of thirty 
years ago, due to the ubiquitous telephone and motor car, 
which make it possible to obtain skilled assistance, and 
even teams of assistants,* within a reasonably short time. 
Above all, it must be impressed upon the student again 
and again that premature intervention is the mother of 
disaster. In the application of forceps he might well 
learn from the plumber, who, when he has to do a job of 
work, first comes to inspect it and then leisurely departs 
to fetch his tools. He should not carry forceps ready 
sterilized in his bag, for if they are ready the temptation 
to use them may be too great to resist. I believe it is a 
big mistake to divorce the general practitioner from 
normal midwifery, for it is only by frequent attendance 
on, and responsibility for, normal labour that he can 
learn what nature can accomplish. 


The Instructor: an Obstetrician 

I am convinced that such instruction and supervision 
as this is not the work of a teacher whose chief interest 
and practice lies in gynaecology. It should only be 
undertaken by an obstetrician whose main interest is 
obstetrics, and who gives to it his whole time, resides in 
the hospital, and has an adequate staff. Even then it 
will tax his energies and resources to the utmost. He 
should, however, be allowed to carry on private practice 
in obstetrics and gynaecology within the hospital. There 
are several reasons for this that I cannot enter into here. 

There is one further point that is of the greatest im- 
portance in this undergraduate teaching—perhaps more 
important than any other—namely, that the delivery of 
abnormal or dangerous cases in the teaching hospital 
should not be left to a house-surgeon or other junior 
member of the staff without supervision. If the student 
witnesses this pernicious procedure it is not a matter for 
wonder that he considers himself equally competent to 
undertake difficult cases as soon as he is qualified. In 
this respect actions speak louder than words, and such 
examples will be remembered and copied long after our 
precepts are forgotten. Slightly to change the famous 
phrase of Emerson: ‘‘ What you do speaks so loud that 
I cannot hear what you say.”’ 

With such teaching as I have outlined above it is 
questionable whether post-graduate experience as a 
house-surgeon in a maternity hospital is necessary. It 
might even be dangerous if such experience, insufficient 
to give real skill in difficult work, should lead the prac- 
titioner to regard himself as an expert, and to undertake 
emergencies that are beyond him. If, however, it taught 
him the better to recognize abnormalities and his own 
limitations such experience could do nothing but good. 
Equally good, or even better, for it entails more actual 
attendance throughout and therefore the acquirement of 
greater skill in the conduct of labour in private practice, 
would be a period of a year or two of service as qualified 
assistant with a good general practitioner who might well 
be selected by our College for this purpose. Finally, 
there will be many who will contend that such training 
will prove quite inadequate, that it will do little or 
nothing to reduce maternal mortality, and that this can 
only be accomplished by a maternity service staffed by 
experts. I have already given reasons for believing that 
such a service is impracticable at the present time. I 
would suggest, however, that one such unit might be 
established at once in one of the so-called black areas. 
It would thus have an opportunity to justify itself. If it 
did so, and all else failed, the scheme could be gradually 
extended. Such a unit might be utilized for post-graduate 
teaching. 
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L. Ugelli (Jl Policlinico, Sez. Prat., June 15th, 1936, 
p. 1106) states that in 1934 he collected from the literature 
up to 1933 106 cases of accessory pancreas which had 
come to operation, as well as five under his own observa- 
tion. Since then he has collected ten more cases from 
the literature, and also a personal case in a man, aged 42, 
admitted to hospital as a case of duodenal stenvsis. 
Laparotomy revealed considerable dilatation of the 
stomach, a cicatricial zone on the anterior aspect of the 
duodenum, and a nodule the size of a walnut situated 
in the pyloric region and first part of the duodenum. 
Duodeno-pyloro-gastric resection was performed, and 
recovery took place. Examination of the nodule showed 
that it was an accessory pancreas which had caused the 
formation of a duodenal diverticulum. 
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THE PROBLEM OF THE MIDWIFERY 
SERVICES FROM THE STANDPOINT 
OF THE COUNTRY PRACTITIONER * 

BY 
R. E. MOYES, M.D.Ep. 


MORPETH, NORTHUMBERLAND 


I have been asked to deal with the problem of mid- 
wifery practice as carried on by the country practitioner, 
one who lives at such a distance from hospital and from 
expert assistance that he has to rely on his own skill and 
resources and on the help of his fellow practitioners. 

I have been doing midwifery in a semi-industrial area 
for the past thirty years, thirty miles from the nearest 
maternity hospital in Newcastle-on-Tyne. During this 
time I have had a considerable and varied experience of 
midwifery and its accompanying anxieties. I do not wish 
to waste time by being reminiscent, but I must mention 
the conditions of midwifery practice as I found them 
when I started. Handywomen flourished, and it was 
difficult to persuade patients to have the services of the 
district nurse. The objections raised were numerous and 
varied. Some patients thought that the district nurse 
required too many clean clothes and was too particular! 
Many mothers were conservative, and thought that what 
was good enough for them was good enough for their 
daughters. In my own area the era of the handywoman 
ceased because we refused to go to any case at which the 
nurse was not in attendance. 

When I began in practice there were no consultative 
schemes, and one had to rely on one’s own resources 
and on the help of local colleagues. The senior general 
practitioners of those days were all skilled obstetricians: 
they had to be if they were going to be successful doctors, 
and it was from them that we learnt our midwifery. 
There was no system of ante-natal supervision, and some 
tragedies would have been avoided if there had been. 
I recollect working with two of my seniors for five hours 
with a Bossi’s dilator in a case of eclampsia and pulling 
an infant through a partially dilated cervix. It is a 
tribute to the hardihood of the Northerner that both 
mother and infant survived and are alive to-day. At the 
time the feat was considered remarkable ; it was certainly 
hard work. 

I think that the attitude of patients towards hospital 
treatment has undergone a marked if gradual change, 
and when such is suggested they express a_ willingness 
and confidence which used to be lacking. The Newcastle 
Maternity Hospital at that time had only fourteen beds 
and admitted no single women, so hospital treatment 
then was limited! I do not think that in my area the 
housing conditions have altered in the slightest so far as 
working-class property is concerned. In fact, owing to 
industrial depression, much of the latter has deteriorated. 
The sanitation is still the old earth closet, and the doors 
of the ashpits are frequently non-existent. 


Midwifery Practice in Northumberland To-day 


In North Northumberland we have not adopted the 
scheme of having an ante-natal centre. We have instead 
an arrangement which we consider a better one. Any 
practitioner who desires an opinion on a case can send 
his patient to consult a specialist at his consulting rooms 
in Newcastle. The county authority pays the consultant’s 
fee, and the travelling expenses of the patient and one 
attendant if the circumstances warrant the latter payment. 
If the practitioner considers that it would be detrimental 


* Read in the Section of Obstetrics and Gynaecology at the 
Annual Meeting of the British Medical Association, Oxford, 1936, 


for the patient to travel the consultation is arranged a 
her house. This scheme also includes expert abeiatin: 
during labour and in puerperal conditions. The ouial 
practitioner has only to notify the medical officer of 
health of his desire for a second opinion, and give the 
reasons. 

In my own practice I set apart an hour each week for 
ante-natal work. I find that this is appreciated by my 
patients. It is not fair to expect a woman in an advanced 
state of pregnancy to attend along with others, and th 
privacy thus ensured makes the arrangement a Satis. 
factory one. I make a record at the first visit of the 
name and address of the patient, the date of the last 
menstrual period, when the baby is expected, and of such 
essential particulars as the position of the head, measure. 


| ments, blood pressure, and the examination of the urine, 


The patients are asked to attend every fortnight. 


Nursing 


In North Northumberland, in spite of the inadequate 
fee, we have not allowed this work to pass out of our 
hands. Every pregnant woman has the advice and super. 
vision of a doctor during pregnancy, labour, and the 
puerperium. She is not left solely to the care of a mid. 
wife, who, in my opinion, cannot be entrusted with the 


responsibility of deciding that a case is perfectly normal, | 


A midwife may undertake a normal case under the super. 
vision of a medical man, but there her duty should begin 
and end. A practitioner should be engaged for every 
case, and should have seen the patient and satisfied himself 
that it is a suitable one for the midwife to undertake. 
I am opposed to the system which allows a midwife to 
fill in a form and summon a doctor to a patient who may 
be a complete stranger to him. 

In my opinion the low rate of payment for maternity 
work and the uncertainty of getting the modest fee 
agreed on discourage doctors from accepting cases. The 
system is wrong, and will persist until a more generous 
attitude is adopted by the general public and the health 
authorities towards this part of our professional work. In 
these days of industrial depression those of us who insist 
on seeing and superintending a case beforehand are fre- 
quently unpaid. 

If local authorities supplied some expectant mothers with 
sterile dressings at the request of the doctor or midwife 
there would be less danger of infection. One of my 
patients died from tetanus, which was attributed to the 
dressings having been laid out to dry in a field. The 
catgut used was tested and proved sterile. A weak point 
in the present system is that the nurse attends all sorts 
of general cases, septic and otherwise. In many areas it 
is impossible to limit a nurse’s activities to midwifery. 
There should be an arrangement whereby her attendance 
on septic cases at the same time as on confinements could 
be avoided, perhaps by a system of reliefs. In this con- 
nexion I can recall some years ago an instance of a handy- 
woman who had had an attack of erysipelas and who 
infected the patient ; the latter died of virulent puerperal 
sepsis, and the cycle was completed by the mother of the 
patient developing a severe erysipelas. 

In Northumberland there is a scheme whereby the 
County Nursing Association supplies on request a nurse 
who stays with, and devotes her whole attention to, the 
care of a patient who is severely ill. She also attends 
to the domestic duties in the house—an important matter 
where the husband is a working man. Unfortunately it 
is not within the means of every family to pay for such 
attention, and this, I consider, is a question of consider- 
able moment, because in severe illness the nurse gives 
a much more useful service than any midwife could do 
under the usual arrangement. 
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Anaesthetics 

Among the difficulties encountered in dealing with the 
abnormal case in the house of the patient, and one that 

on occasion been a source of anxiety to me, is that 
of the administration of the anaesthetic. I have always 
used chloroform. It has the reputation of being safe in 
midwifery, and I believed this for many years until on 
one occasion I had, as most of us have had, an unpleasant 

rience. For many years I gave the anaesthetic and 
carried out the instrumental delivery myself. Since that 
time I have made it a rule to secure, if possible, the 
gtvices of a colleague for the administration of the anaes- 
thetic in any case of difficulty, and it is surprising how 
an anxious and difficult procedure becomes simplified if 
you are able to give your undivided attention to the task 
inhand. In my own area we now do this for each other, 
frequently without remuneration, and I think that the 
provision of such services would be an added safety for 
the patient. 

I always apply forceps with the patient in the left 
lateral position. There is then less trouble with the anaes- 
thetic, and the air passages do not get obstructed. I have 
not found that cases of disproportion between the size of 
the foetal head and the pelvis are common. I make it 
arule that if the head is not engaged in the pelvis in a 


' primipara by the last month she should have expert 


advice. We have no difficulty in carrying this out with 
modern transport at our disposal. 

The proper repair of the perineum is a small matter, 
but of great importance to the ultimate well-being of the 
patient, and is a procedure which I consider, rightly or 
wrongly, is done more efficiently on the second day. It 
is essential to see what you are doing, and if the case 
has been a difficult one the patient and also the doctor 
have rested. I make frequent use of bipp as an applica- 
tion to the raw surfaces before stitching the perineum, 
and I carry in my midwifery bag an ‘‘ Ever-Ready ”’ 
battery and head-lamp. This is better than having your 
hair singed with a candle in a badly lit cottage. 1 have 
also found that a safety razor, which takes up very little 
oom in one’s bag, is frequently a useful article. 


Emergencies 


The dire emergency does not, I know, occur often, but 

it is an ever-present danger. It has occurred in my 
practice thrice in the last two years. I refer particularly 
to shock from sudden and severe haemorrhage. The 
patients in such cases must be dealt with in their 
own homes, which are frequently most unsuitable. In 
Newcastle-on-Tyne there has recently been established an 
emergency service whereby a practitioner, on being 
confronted with an emergency of this kind, can telephone 
to the Maternity Hospital and be provided immediately 
with a specialist, nurse, and all the necessary equipment 
for combating shock. I believe that in a trial case the 
emergency staff were in attendance at the house, which 
was some distance from the hospital by taxi, in fifteen 
minutes. 
I feel that something on similar lines could be arranged 
m country districts by the local authority. The service 
could be supplied by the local hospital, and necessary 
‘qupment sent by car to any address. 

During my long experience I have tried most of the 
antiseptics that have been fashionable from time to time. 
Iconsider that biniodide of mercury is the best for all- 
found use. I always use it for instruments, and dettol, 
which I have found satisfactory, for the hands. 

In conclusion, I would like to say that in my opinion 
a great deal of harm is being done and undue alarm 
treated among women by the publicity given to maternal 
Mortality in the Press. In my own area it would be 


difficult to better the service provided by the general 
practitioner. Any improvements in the maternity services 
of the country generally should be along the following 
lines : 


1. A medical man and a midwife should be engaged for 
each case. 

2. There should be a routine of ante-natal care in each 
case. 

3. Where necessary aseptic equipment should be pro- 
vided, to include such things as blankets, bedpans, 
dressings, etc. 

4. A midwife or district nurse attending a maternity 
case should be relieved by a deputy from contact with 
other cases that are either suspect or septic. 

5. Where necessary anaesthetics should be provided at 
the expense of the local authority. Maternity benefit is 
insufficient at present to enable the patient to make this 
extra payment. 

6. An emergency service should be established in each 
area, and also a scheme of expert service available for 
all conditions at all stages. 


HORMONAL REGULATION OF THE 
NUMBER OF BLOOD PLATELETS 
IN THE BLOOD 
BY 


PROFESSOR HERMANN ZONDEK anp DR. KAATZ 


(From the Internal Department of the Bikur Cholim Hospital, 
Jerusalem) 


The constancy of the morphological composition of the 
peripheral blood picture is subject to nervous as well as 
to hormonal influences. That the number of erythrocytes 
is regulated by the thyroid hormone is a well-known fact ; 
the administration of small amounts of thyroid hormone 
causes an increase in red blood cells in many cases (H. 
Zondek,! Bose,? and others). The increase begins about 
half an hour after the ingestion of 0.1 to 0.2 gram otf 
thyreoidin, and that this is probably due not to an 
increased concentration of the blood but rather to an 
actual increase in the number of red cells in the blood 
stream can be shown by refractometric examination of 
the blood. 

The following investigations deal with two questions: 
are the blood platelets also influenced by hormones, and, 
if so, which are the hormones involved. 


Experiments with Thyroid Hormone 
Method.—The patients received 0.1 to 0.3 gram of thy- 
reoidin pulv. by mouth. The blood examinations were all 
carried out at the same time of day. The platelets were 
counted according to the methods of either Christensen or 
Fonio. The following tables give some examples of the 
results obtained. 


Taste I.—Male, aged 37. Diagnosis: Colitis 


| 

| Leucocytes | Erythrocytes 

| 
Before ingestion of 0.2 gram 11,000 4,000,000 230,000 
2hours ,, “ ers 11,200 4,300,000 265,000 
& « ” ” 12,000 4,460,009 240,000 
4. ” ove 14,000 5,000,000 360,000 
te 4,670,000 354,000 
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Taste II.—Male, aged 30 Taste VI.—Male, aged 39 
Leucocytes |} Erythrocytes Blood I y 

Platelets veucocytes | Erythrocytes 
le 

Before ingestion of 0.2 gram | 8,200 3,800,000 228,000 Before injection of 2 ampoules 7,000 4,480,000 gear 
thyreoidin thyrotropic hormone 1000 
2 hour after ingestion ... 7,600 4,380,000 219,C00 i hour after injection 7,000 4,900,009 318,000 
7700 | 4,404,000 235,000 6,600 4,400,000 264,000 
2hours ,, 8,400 | 4,380,000 273,000 2hours ,, 7,200 4,404,000 255,000 

| 
4 ” 8,500 | 4,700,000 330,000 ” 8,000 4,400,000 280,00 
7,600  4,300,0C0 365,000 = 7,600 4,400,000 252,000 
| 

‘s 6,090 | 4,400,000 320,000 48 5,800 5,200,000 360,000 
72 ” ” eee | 6,800 | 4,500,000 280,000 72 " ” 6,600 5,000,000 375,000 
96 7,002 4,800,000 384,000 
Taste III.—Male, aged 30. Diagnosis: Duodenal Ulcer 8,000 ! 3,800,000 323,000 


| Leucocytes | Erythrocytes 
Before intravenous injection | 6,000 4,450,000 184,800 
6,200 | 4,600,000 193,C00 
5,400 | 4,720,000 278,000 
2hours ,, Pa 6,600 4,800,000 249,030 
4,800 | 4,400,000 261,000 
4,600 | 4,600,000 363,000 
| 7,800 320,000 


The results mentioned, which are only a few examples 
taken from a large number of examinations, show that 
thyreoidin produces a greater increase in the number of 
blood platelets than in red blood corpuscles, and that the 
effect is more regular than in the case of the erythrocytes. 
We were interested to find in what way thyrotropic 
hormone would be effective. 
show that the thyrotropic hormone actually causes an 
increase in blood platelets in the peripheral blood stream, 
corresponding to the action of thyroxine as described 
The effect of the thyrotropic hormone appears 
later than that of the thyroid hormone, but lasts much 


above. 


longer. 


Taste IV.—Male, aged 65 


The following tables will 


| Leucocytes | Erythrocytes 
Before injection of 1 ampoule 7,000 4,420,000 176,000 
2 hours ,, a ar 7,000 4,250,009 184,000 
24 7,000 4,500,000 184,000 
48 6,400 5,400,000 320,000 
5,800 5,480,000 303,000 
Tasre V.—Female, aged 25 
| 
Leucocytes | Erythrocytes 
Before infection of 2 ampoules | 11,€00 3,800,000 190,000 
2 hour after injection... 11,400 4,000,000 220,000 
10,800 4,380,000 215,000 
2 hours ,, Pa 11,000 4,240,000 255,000 
15,200 4,200,000 275,000 
48 9,800 4,480,000 286,000 


Therapeutic Indications 


We saw a case of chronic thrombopenia in a child § 
years of age. There was bleeding from the bladder and 
the bowels and also petechiae of the skin. The bleeding 
time was seven minutes ; Rumpel-Leede’s phenomenon 
was present. The number of platelets varied between 
20,000 and 60,000 per c.mm. The spleen was not en- 
larged. While the administration of thyroxine was fol- 
lowed only by a short increase of the number of platelets, 
a pronounced and lasting effect was obtained by injec- 
tions of thyrotropic hormone. Thus the number of 
platelets rose to 150,000 per c.mm. and was held at this 
level under the same treatment for about five weeks, 

As no other cases of thrombopenia were available for 
further examination to prove the effectiveness of the 
thyrotropic hormone in such a condition we are not 
able to decide to what extent this treatment may be of 
general value as a therapeutic measure. 

The increase in blood platelets is probably due to 
specific stimulation of the bone marrow by thyroxine, 
The following case indicates the probability of this 
assumption, 

A man, 22 years of age, entered the hospital because of 
acute thrombosis of the splenic vein. He had had enlarge- 
ment of the spleen and liver for some time. Now he had a 
very severe anaemia, which was probably due to inhibition ol 
the activity of the bone marrow by the enormous spleen, 
During his stay in the hospital, ascites, slight jaundice, and 
haematemesis were observed. The blood picture on Decem- 
ber 26th, 1935, was as follows: leucocytes, 2,600 per c.mm. ; 
erythrocytes, 2,670,000 ; haemoglobin, 45 per cent.: differ- 
ential count—polymorphonuclear leucocytes, 70 per cent. ; 
lymphocytes, 22 per cent. ; eosinophils, 2 per cent. ; mono 
nuclears, 6 per cent. 

After the intravenous administration of 1/2 mg. thy- 
roxine there was no increase in either blood platelets or in 
red blood cells as is usually observed. But the effect of 
adrenal cortex ¢cortigen), which will be described later, 
was very marked. Obviously in this case the bone 
marrow was inhibited to such an extent by the spleen 
that the thyroxine could not exert its normal influence. 

Then we proceeded to investigate the influence of other 
hormones on the number of platelets (insulin, oestrin, 
progestin, adrenaline, etc.). No effect was noted from any 
of these substances, except that the administration of 
adrenal cortex—cortigen (Richter)—was followed by 4 
pronounced fall in the number of platelets. 

Although the diminishing effect was not obtained in 
all instances we could observe it in the majority of our 
experiments. Furthermore we were impressed by the 
fact that the fall in the number of platelets was observed 
after a regular interval of two hours. We can assume, 
therefore, that adrenal cortex extract shows a tendency to 
diminish the number of blood platelets. 
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Our observations also correspond to those of Shecket, 
Friedmann, and Nice.* They reported that adrenalec- 


tomized rats showed an increase in blood platelets up to 
100 per cent. 


Taste VIL 

Leucocytes | Erythrocytes vente 
October 29th, 1935, before intra- 3,800 4,040,000 309,000 
muscular injection of 2 alm- 
injection... 4,000 3,800,0C0 250,000 
3,800 3,500,000 152,000 
ghours 3,500 3,200,000 170,000 
4,000 4,200,0C0 344,000 

Summary 


The blood platelet count in the peripheral blood is 
increased by the hormone of the thyroid gland. The 
action is more constant than in the case of red blood cells. 
The increase usually appears twenty-four to forty-eight 
hours after the administration of the hormone and has dis- 
appeared within about seventy-two hours. The thyrotropic 
hormone acts in the same way, but its action is more 
protracted. In a case of chronic thrombopenia in a child 
a gradually increasing number of platelets was counted 
after repeated administration of thyrotropic hormone 
(single dosage, 500 rabbit units). The hormone of the 
adrenal cortex showed a diminishing effect on the number 
of blood platelets in a large number of experiments, but 
in several other experiments this result was not obtained. 


REFERENCES 
1Zondek, H.: Deut. med. Woch., 1922, 31; Klin Woch., 1926, v, 


876. 
*Bose, P.: Klin. Woch., 1924, 1367. 
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BLOOD TRANSFUSION IN CHILDHOOD * 


BY 


DENIS BROWNE, F.R.C.S. 


SURGEON, HOSPITAL FOR SICK CHILDREN, GREAT ORMOND STREET 


I have re-read my paper on this subject of some five 
years ago, and rather to my surprise find that I still agree 
with almost all of it. I think anyone else who is inter- 
ested in it will have the same experience—that is to say, 
he will agree that blood transfusion has very rapidly 
reached a stage where it appears destined to remain for 
some time. Such valuable innovations as the prolonged 
drip method will of course be introduced, but in this there 
is no change of principle or widening of the field of 
application ; there is merely an increase in efficiency. 
However satisfactory this settling of the status of blood 
transfusion may be there is another aspect from which 
the static condition of affairs over the last ten years or so 
isanything but a matter for the profession to congratulate 
itself upon. Ten years ago all who knew anything about 
the subject were convinced that this method of treatment, 
one of the few which we can say will save lives that 
otherwise would be certainly lost, was far too little used. 
Is not the same true to-day? Consider the practice of the 
profession throughout England. Would anyone claim that 
more than 10 per cent. of those who would be benefited 
by a blood transfusion get one? Would anyone like to 


* Read in opening a discussion in the Section of Diseases of 
Children at the Annual Meeting of the British Medical Association, 
Oxford, 1936. 


estimate coolly the number of lives lost which could have 
been saved by one? Admittedly the number of trans- 
fusions given is increasing, or at least, in the absence of 
any proper recording of the work of the profession as a 
whole, we have good reason to think it is. But it is 
increasing very slowly, and in present conditions it seems 
to me that it is never likely to reach the optimum figure. 

Of course if we think too much along these lines we are 
apt to fall into one of the last infirmities of mind, whether 
noble or otherwise—the construction of Utopias. Imagine, 
for instance, that the medical profession were to recon- 
struct itself—no, reconstruction is not the word, it has at 
present no construction whatever—were to design for itself 
a structure with the sole object of efficiency in the treat- 
ment of the sick. Would not one of its first tasks be the 
covering of the entire country to ensure that anyone could 
get a blood transfusion with reasonable speed? This would 
call for specially trained men, not necessarily doing noth- 
ing else but (this is the important thing) constantly 
performing transfusions. It is no good blinking the fact 
that a blood transfusion is now, and appears likely to 
remain, a complicated and fairly difficult job. If a man 
learns how to do his first one from a book and repeats it 
at the infrequent intervals afforded by any single general 
practice he will have difficulties and failures that he would 
not get if properly trained and constantly repeating the 
operation. 

I am assuming in this Utopia that immediately blood 
transfusion appeared as a method of treatment it would 
have been investigated under strict scientific conditions ; 
and that as soon as its value had been established its use 
in appropriate cases would have been incumbent upon 
every member of the profession without exception. Also 
that all the results obtained would be tabulated and prac- 
tice varied as necessary according to what they revealed. 
And here you see the absurdity of Utopias. This would 
mean a discipline directed towards efficiency equivalent to 
that of the crew of a liner; a system of bookkeeping 
almost as efficient as that in a department store. It is 
obviously utterly beyond us. 

The population would have to be taught that the 
suggestic. of a blood transfusion does not mean that all 
hope is abandoned, and that the giving of blood does not 
need dauntless heroism. There are, however, limits to 
any Utopian’s imagination, and getting the lay press to 
co-operate with us on this and other points is far outside 
my own. 

Then again, if we believe that the injunction ‘‘ Know 
thyself ’’ is of any value, a useful thing for the individual 
to know is his own blood group, a knowledge that may 
save several vital hours. I suggested, in the paper I have 
mentioned, that a very useful item of information to be 
added to religion upon an Army identification disk would 
be the individual’s blood group. I have myself an 
extremely defective sense of humour, and I have never 
been able to understand why this suggestion, springing 
from a certain experience both of transfusion and of 
recently inflicted wounds, is invariably regarded as a 
deliberate joke. 

Another department of Utopia would deal with the 
purely technical problems of transfusion. It would therein 
be an offence to repeat a statement, now sure of universal 
approval in any medical gathering, that every man will 
get the best result by using the method he is accustomed 
to, whichever of the nine and sixty ways that may be. 
The underlying fallacy would have been discovered upon 
which this statement rests: the assumption that because 
all progress springs from variation therefore all variations 
should be encouraged. The difference would have been 
recognized between those variations which spring from 
inability to master the best current practice and those 
which arise from dissatisfaction with these methods by 
one who really understands them. In consequence there 
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would be a uniform standard practice, only to be changed 
after suggested variations had been considered, tested, 
and approved. This again is rather beyond us ; it means 
a uniform standard of efficiency approaching that attained 
in such pursuits as hurdling, the crawl stroke in swimming, 
or piloting an aeroplane. 

As a part of the department of technique there would be 
a factory in which the necessary instruments of the pro- 
fession would be made. This would do away with one of 
our primary curses, in that our instruments are made by 
people who do not understand their use, and used by 
people who do not understand their making. If one tries 
to conceive a similar state of affairs in the manufacture 
of motor cars or shotguns one may get a suspicion that 
possibly there is here a chink for inefficiency to creep in 
so long as our present system persists. And here again I 
find that I have more than once been humorous without 
intending it. Everyone knows that if money is required 
to pursue some line of scientific research—for example, 
something to do with guinea-pigs and test tubes—it is 
quite easy to get hundreds of pounds to help carry out 
the work. But the suggestion that small amounts of 
money should be available for research into instruments 
or splints is invariably greeted with loud laughter. This 
really is to me a curious point; in the last resort the 
surgeon is a workman whose patients live or die by what 
he does with his hands. Yet if a single book has been 
published in any language upon the theory of surgical 
instruments or surgical technique I have yet to hear of it. 


Some Points in the Technique 


I may conclude by returning to practical matters. There 
are certain points of difference between the giving of 
transfusions to children and to adults that to some extent 
determine the technique to be used in the former. Direct 
transfusion becomes inadvisable for several reasons, the 
most important being that it needs a speed of flow, if the 
blood is not to clot, that is far too great for small children. 
This question of speed of flow is, I believe, of the utmost 
importance, and [ find that I tend to put the blood in 
more slowly the more transfusions I do. It may need 
considerable patience to spend a full half-hour giving 
50 c.cm. of blood to a marasmic infant ; but if it is 
looked upon as corresponding to a dose of three pints in 
an adult the need for caution appears. I have known of 
two deaths and several alarms caused solely by putting 
the blood in at rates which would be quite suitable in an 
adult. If indirect transfusion is used, the citrate method 
seems to me by far the best available, but only if the 
solution is properly prepared. Dry sterile crystals made 
up in ampoules of 2 grams, dissolved in water specially 
prepared for intravenous injections, cut down reactions 
almost to vanishing point. <A_ stale solution made 
with anything labelled distilled water will mean a very 
large proportion of rigors after transfusion. 

Then there is the question of the propelling force for the 
blood. To force a viscid fluid down veins which at the 
best are of small calibre, and which in some of the most 
desperate cases are spasmodically contracted, may need 
great pressure. Gravity is not nearly enough, and air 
pressure has the very serious disadvantage of being 
explosive. If a connexion or cork gives way the result 
may be the loss of the blood, with or without the drench- 
ing of the operator, or, if there is some temporary block- 
age, a dangerous amount may suddenly be shot into the 
circulation of the recipient when it is released. It is 


probably because of this difficulty that such dangerous 
procedures as injection into the superior longitudinal sinus 
and the peritoneal cavity have been advocated. 

Finally, for a procedure that is often an emergency one, 
it is essential that at a pinch it can be carried through 
without any assistance at all. 


Too many methods, 


especially those of the ‘‘ simpler ’’ type, call for at least 
two intelligent and clean helpers. My own attempt to 
meet these requirements and many others which there is 
no space to set out have already been described. The onl 
thing I have added to it in the last few years is a needle 
for withdrawing the blood which is provided with a glass 
mount that enables one to tell immediately the vein has 
been entered. 


Clinical Memoranda 


Ruptured Ectopic Gestation: Implantation ip 
Interstitial Portion of the Tube 


The following record of an unusual case of ectopic gestation 
thay be of general interest. 


The patient was a married woman of 38 with two children 
aged 15 years and 8 years respectively. She had a normal 
menstrual period in February, 1936. In March the period 
was six days late (normally three weeks and three days). She 
had normal -loss for two days, cessation for five days, except 
for slight staining. Bleeding per vaginam then returned, 
associated with the passage of clots for a further seven days, 
at the end of which time she complained of weakness, pain 
in the shoulder, but no abdominal pain throughout. She 
was admitted to hospital on April 14th, fourteen days after 
the haemorrhage began. On admission the patient was 
blanched, conscious, but unable to take much notice of her 
surroundings. Pulse rapid and of poor tension. Examina- 
tion of the abdomen showed no distension and no tender- 
ness or guarding on palpation. On bimanual examina- 
tion the uterus was found to be slightly enlarged—no palpable 
swelling in fornices. A diagnosis of ruptured ectopic gesta- 
tion was made, largely upon the blanched appearance of the 
patient being more than could be accounted for by vaginal 
loss. 

Operation.—Ether anaesthesia. During the operation 500 
c.cm. citrated blood were given, followed by auto-transfusion 
from blood in peritoneal cavity. The right cornu of the 
uterus at the junction with the Fallopian tube was the site 
of haemorrhage due to rupture of an interstitial pregnancy 
which had practically severed the Fallopian tube from the 
uterus, leaving a circular bleeding area about 3/4 in. in 
diameter. Bleeding was arrested by inserting two interrupted 
mattress sutures through the uterus on the proximal side. 
The Fallopian tube was divided and ligatured on the distal 
side. 

The patient had a remittent temperature for about a week 
after operation, when the temperature settled down; she 
had a normal convalescence, and was discharged from hospital 
in seventeen days. 

COMMENTARY 


(a) The Site.—The interstitial portion of the Fallopian 
tube is the least likely to be the site of ectopic pregnancy. 
In this case the pregnancy was most probably utero-tubal, 
which may account for the long period of haemorrhage 
before the condition of the patient became urgent. 

(b) The Absence of Pain.—-This was most misleading, 
and almost confirmed the view that the condition was a 
uterine abortion. The only pain present had been pain 
between the shoulder-blades the day before admission. 
In a recent investigation by Folk and Rosenbloom,’ pain 
was absent in only nine out of 320 cases of ectopic gesta- 
tion. Free fluid in the peritoneal cavity was not deter- 
mined, but I understand that a negative finding is of no 
value in these cases. 

My thanks are due to Dr. Jeffrey Ramsay for permission to 


publish this case, and also for the blood examinations, both on 
admission and before the discharge of the patient. 


A. McDowatt, M.B., Ch.B.Ed., F.R.CS. 
Blackburn Royal Infirmary. 


REFERENCE 
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Mixed Salivary Gland Tumour Situated in the 
Hard Palate 


Mixed salivary gland tumours have been found in divers 
situations ranging from the external auditory meatus to 
the thumb, but it is somewhat uncommon to find an 
example located in the hard palate. The case reported is 
of interest because of the size attained by the tumour in 
an unusual situation. 

A male, aged 39, was admitted to the West Kent General 
Hospital for the removal of a mass which had cccupied the 
palatal vault for as long as the patient could remember. He 
was completely edentulous, and had been driven to seek 
advice because his dental surgeon found it impossible to 
equip him with dentures following total extraction. 

The swelling was large and filled the roof of the mouth, 
and although it gave the impression of arising from the inter- 
maxillary suture, the major portion was situated somewhat 
to the right of the midline. The tumour was firm and 
elastic, and the covering mucous membrane freely movable 
with the exception of an ulcerated area over the most 
dependent part. 

Removal was effected through an elliptical incision: the 
tumour shelled out easily, and was found to be slightly 
adherent to the alveolus internal to the right canine. This 
patch was curetted and the mucous membrane approximated 
by a continuous catgut suture. The underlying hard palate 
was found to be considerably elevated, and formed a cavity 
which had accommodated over one-third of the mass. 

Pathological Findings.—An oval tumour measuring 
13 in. by 1} in. by 1 in., enclosed in a well-marked 
fibrous capsule, and covered on one aspect by mucous 
membrane. On section the yellowish translucent cut 
surface was firm, and had a faintly lobulated appearance. 
Sections showed the appearance of a typical mixed 
salivary tumour. In some areas the epithelial cells formed 
masses and strands, in some the cells were attenuated 
and had a myxomatous appearance, and in others there 
was evidence of acinous formation. There were several 
areas of pseudo-cartilage. 


COMMENTS 

R. Sonnenschein reviewed the previous literature on 
this subject in 1929 and noted less than fifty reported 
cases of palatal parotid tumours, and the general aspect 
of these neoplasms has been fully dealt with in recent 
years by D. H. Patey and J. McFarland. Patey men- 
tions five examples of this condition in a review of fifty- 
five cases, and in the last few years D’Aunoy, Beck, 
Heitz, and Carruthers have also contributed to the litera- 
ture on the subject. In the majority of the reported 
cases the tumour has been lodged in the soft palate, but 
last year Jarman, and also Stobie, noted instances in 
which the hard palate was the site of election. 

These neoplasms usually appear to take several years 
to attain any size, but in view of McFarland’s conclusions 
that all salivary gland tumours are initially malignant, 
removal at an opportune moment appears to be indicated. 
In this connexion it is worth while noting that 
early removal is not advisable ; if the neoplasm attains 
dimensions which call for surgical intervention within 
one year, and histologically appears carcinomatous, then 
the prognosis is bad, 

I wish to express my obligations to Mr. Martyn Lobb for 
his kind permission to record this case. 

Middlesbrough. J. Stewart Gourtay, M.B., Ch.B. 
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Reviews 


POST-GRADUATE SURGERY, VOLUME II 

The second of the three large volumes of Post-Graduate 
Surgery,! edited by Mr. RopNey Matncot, consists of 
some seventeen hundred pages and has over eleven 
hundred illustrations, and an index which relates to the 
contents of that volume only. Vol. ii comprises eleven 
parts—namely : head, spinal column, and salivary glands ; 
neck ; breast ; thorax ; female genital organs ; urinary 
system, and male genital organs ; the sympathetic nervous 
system ; the adrenal gland ; injection therapy ; infections 
of the hand ; and orthopaedics. The contributors, many 
of whose names appeared also in vol. i, number eighteen. 
Again we have nothing but praise for the clarity of the 
type and for most of the illustrations, some of which are 
from well-known works, such as Thomson and Miles’s 
Textbook of Surgery and Carson’s Modern Operative 
Surgery, while others are drawings or photographs of 
specimens in the Museum of the Royal College of Sur- 
geons. Mr. C. P. G. Wakeley writes the first part, and 
covers a wide field. His account of the salivary glands 
is one of the best parts of this section, and is profusely 
illustrated with excellent diagrams and photographs of 
specimens. The neck and the breast are dealt with by 
Sir William Whecler and Mr. McNeill Love respectively ; 
the surgery of the thorax by Mr. Holmes Sellors, and its 
medical aspects, such as post-operative chest complica- 
tions and the indications for and methods of performing 
artificial pneumothorax, by Dr. Sleigh Johnson. Gynaeco- 
logy is in the capable hands of Messrs. Green-Armytage, 
Sidney Forsdike, and Lyle Cameron, and the chapters on 
orthopaedics are written by Mr. St. J. D. Buxton. 

One of the best parts of this volume is that on the 
adrenal gland, which is discussed from a pathological 
point of view by Dr. H. W. C. Vines, and from its 
surgical side by Mr. Lennox Broster, whose text is 
founded on fifteen cases of which he has had personal 
experience. The growth of facial hair in women with 
adrenal tumours calls forth an apt quotation from Macbeth. 
It is suggested, and we think with much probability, 
that there is a close relationship between the Achard 
Thiers adrenal syndrome and Cushing’s pituitary baso- 
philism. We note that Mr. Broster favours a trans- 
thoracic approach to the adrenal. Mr. Hamilton Bailey 
has written an excellent account of infections of the hand, 
and in this pays due homage to the pioneer work of 
A. B. Kanavel. 

We find much to criticize in the section on the sym- 
pathetic nervous system. There is no description of 
superior cervical ganglionectomy. To the important work 
of Telford and Stopford there is only a meagre reference 
in connexion with megacolon, and the contributions of 
other British workers, such as Gask and Paterson Ross, 
are overlooked and not even referred to in a biblio- 
graphy which curiously enough include such papers as 
‘Five Year Cures of Cancer of the Rectum by the 
Radical Abdomino-perineal Excision ’”’ and ‘‘ The Pecten, 
The Pecten Band: Pectenosis and Pectenotomy.’’ It 
appears to us that such references are likely to be of 
less help to the seeker after knowledge than, say, the 
excellent little monograph by Gask and Ross or the 
many enlightenng papers by Telford and Stopford. 

Mr. Maingot contributes but little in the way of per- 
sonal writing to this volume compared with the amount 
of material he supplied to vol. i. He writes on injection 
therapy in conjunction with Dr. Simpson Harvey and 
Messrs. Delisle Gray and Dickson Wright. It remains 

1 Post-Graduate Surgery. Edited by Rodney Maingot. Vol. ii. 


London: Medical Publications, Ltd. 1936. (70s. per volume, or 
9 guineas set of three volumes.) 
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to mention the section on the urinary system and male 
genital organs. This is a comprehensive account of more 
than four hundred pages, well illustrated, and written by 
Mr. J. C. Ainsworth-Davis. The standard of the con- 
tributions to vol. ii, like those of vol. i, varies con- 
siderably. We cannot escape the impression that while 
much is good much has been hurriedly put together. 


THE SPLEEN IN BLOOD DISORDERS 

The main value to English readers of Dr. EMILE HOUCKE’s 
monograph on the Spleen in Disorders of the Blood? 
will be to introduce them to the French literature and 
the French point of view on this subject, and to remind 
them once again how much better the French physician 
writes than his colleagues in other countries. It may also 
encourage the greater use of spleen puncture in difficult 
cases of splenomegaly and the study of the cytology of the 
spleen, though it is doubtful whether this procedure will 
ever win the same popularity as sternal puncture. For 
the rest the value of the book is limited, because it can 
hardly appeal to the ordinary reader and is too slight for 
the professional haematologist. English and American 
papers have been almost completely overlooked, and there 
is much less information about the pathology of the spleen 
than is available in reviews such as those of McNee and 
Klemperer, neither of whom is mentioned in the index. 

The changes in the spleen are classified under the 
headings of myeloid reaction, haemolytic reaction, reticulo- 
endothelial reaction, and vascular and sc'erotic reaction. 
The section on myeloid reactions in the spleen is probably 
the most interesting to English readers, and there is a 
very good summary of the conception of an aleukaemic 
form of chronic myeloid leukaemia with accumulation of 
megakaryocytes in the spleen, which has been worked out 
almost entirely by the French school and has not attracted 
elsewhere the attention it deserves. The study of the 
reticulo-endothelial reactions is the least satisfactory 
section, and, indeed, Dr. Houcke makes no real attempt 
to tackle this difficult and important problem, which is 
worthy of a monograph to itself. He is wisely cautious 
in his discussion of the vascular and sclerotic reactions 
of the spleen. He believes that Banti’s disease, in the 
strict sense described by Banti, and primary thrombo- 
phlebitic splenomegaly are both very rare, and obviously 
inclines to the view that ‘‘ splénomégalie scléreuse avec 
gastrorragies ’’ is due to primary disease of the liver. He 
is not enthusiastic over the mycotic theory of spleno- 
megaly, but does not refer to the work of McNee, 
McMichael, and others on the vascular origin of the Gandy- 
Gamna nodules. 


A HUNDRED YEARS OF MEDICINE 

In this* the fourth volume of Messrs. Duckworth’s ‘‘ 100 
Years Series’? Dr. WyNnpuHAmM Lioyp deals with the 
progress of medicine during the last century. Professedly 
written for lay readers, technical terms are avoided or 
so explained as to make their meaning plain to those who 
have very little scientific knowledge. But the book will 
be as useful to the medical man as to the general public. 
It will enable him to answer many of the difficult ques- 
tions so often asked by intelligent patients. Dr. Lloyd 
has not gone to very recondite sources for his informa- 
tion, but he has read widely and has selected judiciously. 
The book can be recommended with confidence both to 
voung and to old. It is interesting ; it is accurate ; and 
it is up to date. 


2a Rate en Pathologie Sanguine. By Emile Houcke. Paris: 
Masson et Cie. 1936. (Pp. 158. 20 figures . 45 fr.) 

34 Hundred Years of Medicine. By Wyndham E. B. Lloyd, 
M.A., M.R.C.S., D.P.H. London: G. Duckworth and Co., Ltd. 


1936. (Pp. 344. 15s. net.) 


The first part is introductory, and deals with the social 
conditions at the beginning of the last century, the 
sanitary problems then existing, the health of the people 
the organization and education of the medical profession, 
and some of the infectious diseases which had to is 
treated. The second part describes the advent of the new 
pathology, and gives an excellent account of the germ 
theory. It tells of the micro-organisms and of the vac. 
cines, the sera, and the viruses which are used to counter. 
act their activities. Tropical diseases are well handled 
not only as regards their history and importance, but sie 
the methods by which they are at present being mastered, 
The digestion of food is considered from the chemical and 
physiological standpoints, and much useful information 
is conveyed in a pleasant form. There are chapters on 
hormones, the Réntgen rays, radium, and the vitamins 
which are full of facts not easily to be obtained, though 
they ought to be well known to every doctor, because 
they have come to light in his own lifetime. The third 
part treats of health organization and the increasing inter- 
relationship of the State and medicine. Dr. Lloyd here 
tells of the beginnings of sanitary legislation in this country 
and of what has been done recently for the care of the 
expectant mother and for the welfare of children at home 
and at school—efforts which are full of promise, though 
they are still overclouded and darkened by the continued 
prevalence of puerperal fever, which is as preventable a 
disease as was erysipelas and sepsis a hundred years ago. 
There are also chapters on national health insurance, 
venereal disease, tuberculosis, occupational diseases, and 
secret remedies. 

In the epilogue Dr. Lloyd discusses the more immediate 
problems of to-day and the outlook for the future. He 
ends upon the hopeful note that ‘‘ whatever the future 
may hold in store it seems certain that some of the gaps 
in our knowledge and practice will be filled.”” Progress 
in the future is sure, but use must be made of all the 
accumulated facts which have been based upon sound 
experimental work. 

There is a short hand list of books to facilitate further 
knowledge of the subjects discussed, and there is an 
excellent index. 


LAMELLAR CATARACT 

Lamellar cataract presents a number of problems not only 
as to the cause of the formation of the lens opacities 
but also as to the deep situation and the characteristic 
appearance of the opacity in the lens. That the opaci- 
ties may be larger than the whole of the lens of the new- 
born offers a difficulty in the acceptance of the view that 
the cataract is congenital in origin and that the clear 
peripheral part represents new grown post-natal lens 
fibres. The view that extraneous factors are responsible 
is seriously questioned by the occurrence of hereditary 
cases. The mass of work that has been done on these 
and allied problems is ably summarized by GuNNaR VON 
Baur in his Studies on the Aetiology and Pathogenesis of 
Catarvacta Zonularis,* an M.D. thesis in excellent English, 
presented to the University of Upsala. 

Though the clinical features of lamellar cataract were 
not clearly recognized till about the middle of the last 
century, earlier accounts show that both the familial 
incidence and the possible association with eclampsia in 
the mother were appreciated a hundred years before. 
This problem—the hereditary or the extraneous aetiology 
of the affection—is still with us. The author seems to 
underestimate the hereditary factor, and holds that 
lamellar cataract should not be regarded as one entity, 
but as the morphological expression of a number of 
different causes. He himself concentrated on the question 


and Pathogenesis of Cataracta 
By Gunnar Von 
(Pp. 236. 25 figures.) 


* Studies on the Aetiology 
Zonularis. An Academic Treatise. 
Upsala: Almgqvist and Wiksells. 1936. 
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of the relation between lamellar cataract and rickets. 
Repeating much experimental work on the subject and 
carefully planning new dietetic experiments, Von Bahr 
has been able to solve some discrepancies of earlier work, 
and shows that the feeding of young rats with rachito- 
genic diet does not produce cataract when the food is 
given continuously, but that cataract appeared when a 
change was introduced, such as fasting or a return to 
normal diet. While rickety rats did not show lens 
changes, cataract could easily be induced if the diet was 
such as to produce not only rickets but also tetany, both 
manifest or latent. The conclusion is advanced that 
hypocalcaemia is an essential factor in the production of 
lamellar cataract, though the author rightly stresses the 
differences in the appearances of experimental cataract of 
rats and lamellar cataract in man. The earliest changes 
in experimental cataract were the formation of a number 
of fine dots varying in size, the smallest being hardly 
visible. 

‘The aspect of the lens surface is similar to that of a 
starry sky, the dc¢s forming the stars. They may be sparse 
as on a northern summer night, or as numerous as in the 
Milky Way; and all transitions between these forms are 
found.”’ 

One feature of interest was that the formation of 
opacities progressed although the tetanic condition had 
disappeared. The author believes that the radial streaks 
of lamellar cataract may represent late formations from 
shrinking of lens fibres. On the question of eclampsia in 
the mother as a cause of lamellar cataract in the offspring, 
tetany in pregnant rats did not give any positive evi- 
dence. These studies represent a valuable attempt to 
link up two clinically distinct forms of cataract: that seen 
in tetany and the more common lamellar opacity. As 
such, the book is welcome, and if only for its exhaustive 
and balanced survey of the literature it forms a useful 
contribution to ophthalmological literature. 


MIDWIFERY FOR NURSES 


Midwifery for Nurses,’ by A. W. Bourne, is clearly and 
succinctly written, of the right size, and well illustrated. 
In every respect this book, written by a teacher of long 
and wide experience, is eminently suitable for nurses 
studying for the C.M.B. examination. In a review of 
a book for nurses in a medical journal, however, it is 
desirable that certain problems should be considered in 
a wider aspect. In the preface, with every word of which 
we are in profound agreement, the author writes: ‘If 
there is a fault in the teaching and examining of midwives 
it is that too much emphasis is laid upon the treatment 
of abnormalities beyond the first aid that would be 
required of a nurse.’’ Nevertheless the nurse is told 
under certain circumstances to rupture the membranes 
in cases of placenta praevia and accidental haemorrhage, 
and even, in the former condition, to bring down a leg. 
This treatment is not “‘ first aid,’’ and may not only 
make the patient septic but may make matters extremely 
difficult for the medical attendant called to the case. 
Then, too, the fact that of 479 breech presentations, un- 
complicated by illness and other abnormal conditions, 
delivered at Queen Charlotte’s Hospital, 32 per cent. of 
the babies were stillborn or died after labour does not 
Suggest that the average midwife should be allowed to 
conduct breech deliveries. 

One further criticism, perhaps the most important of 
all, must be made. The consensus of informed opinion 
insists that it is more important to take the blood pressure 

* Midwifery for Nurses. By Aleck W. Bourne, M.A., M.B., B.Ch., 


F.R.CS., F.C.0.G. London: J. and A. Churchill Ltd. 1935. 
(Pp. 312; 110 figures, 5s.) 


than to test the urine of a pregnant woman, and the 
author states that it may be raised very early in pre- 
eclamptic toxaemia and be a most important danger 
signal. Nevertheless he nowhere states that the blood 
pressure of a patient should be taken during pregnancy. 
It would seem evident either that the midwife must 
possess and be capable of using a sphygmomanometer or 
that all pregnant women should attend ante-natal clinics 
regularly. This is an excellent book, but not quite the 
outstanding one which the preface had led us to expect. 


Notes on Books 


The second volume of the forty-sixth series of Inter- 
national Clincs* is divided into three unequal parts 
devoted respectively to surgery, medicine, and recent 
progress in obstetrics and paediatrics. The first part con- 
tains papers on glomal tumours, by Charles F. Geschickter 
of Baltimore ; surgical management of colonic carcinoma, 
by Claude F. Dixon of Rochester ; and surgical diseases 
of the gastro-intestinal tract in children, by Frank F. 
Boland of Atlanta, Georgia. Among the nine papers in 
the second part attention may be drawn to those on the 
erythrocyte sedimentation test, by M. M. Wintrobe of 
Baltimore ; diet in the treatment of heart disease, by 
Samuel H. Proger and Heinz Magendantz of Boston ; 
health and disease as influenced by climatic environment, 
by C. A. Mills of the University of Cincinnati ; haemo- 
philia, by R. Cannon Eley of Boston ; and nutritional 
oedema, by A. A. Weech of New York. The third part 
comprises an article by Nicholson J. Eastman of Baltimore 
on asphyxia neonatorum, and one by T. C. Goodwin on 
the use of protective vaccines in tuberculosis with especial 
reference to B.C.G. 


Animal Micrology,’ by Professor M. F. Guyer of Wis- 
consin, covers a much wider field than does the usual 
textbook of histology. It is intended not only for a class 
textbook but also as a reference book for teachers pre- 
paring material for classes in zoology, histology, and 
embryology. This work first appeared in 1906, and the 
volume under review is the fourth edition. The chief 
novelty present is a full description of the new dioxan 
method of dehydration, a method which appears to offer 
many advantages over the older techniques. The book 
covers a wide variety of ground, since not only are the 
histological methods used in zoology and comparative 
embryology described, but it also contains accounts of 
special techniques such as the micro-injection of embryos, 
tissue culture, and methods of experimental embryology. 
This work has been a standard textbook for thirty years, 
and great pains have evidently been taken to keep it up 
to date. It is well illustrated, with detailed and clear 
descriptions of technique, and its popularity seems likely 
to be maintained in the future. 


Miss DorotHy SEWaRT, author of a small work on liver 
diets suitable for sufferers from Addisonian anaemia, has 
since published The Medical Cookery Book, containing 
three hundred recipes for the use of invalids, convales- 
cents, and children (Bristol: John Wright and Sons, 
2s. 6d.). These recipes are both for food and drinks, and 
the book is recommended by Dr. J. W. McNee in an 
introductory note. 


Professor J. F. S. Esser’s book ‘‘ Biological Flaps,’’ 
reviewed in these columns on February 2nd, 1935, has 
been translated into Spanish by Professor L. Cardenal, 
rector of the University of Madrid, member of the 
Academy of Medicine. 


® International Clinics. Vol. ii. Forty-sixth series. 1936. Edited 
by Louis Hamman, M.D. Philadelphia and London: J. B. 
Lippincott Co. 1936. (Four volumes quarterly, 50s. net.) 


7 Animal Micrology. Practical Exercises in Zoological Micro- 
Technique. By Michael F. Guyer. Fourth edition. Chicago: 
University of Chicago Press; London: Cambridge University 
Press. 1936. (Pp. 331; 76 figures. Ils. 6d. net.) 
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Dr. ALFRED Mumrorp has already written a history 
of the Manchester Grammar School. Hugh Oldham 
(Faber and Faber, 6s. net) is a biography of its founder, 
whose emblem, the owl, still adorns the caps of the 
schoolboys. Oldham lived in the late fifteenth and early 
sixteenth centuries. Of Lancashire yeoman stock, he 
became by his own industry and ability and by the help 
of the Stanley family the administrator of various estates. 
In those days this type of work was mainly in ecclesias- 
tical hands, and it was a natural step for Oldham to enter 
the Church. Later, as Bishop of Exeter, where he built 
tie St. Saviour’s Chapel in the cathedral, he was largely 
responsible for the foundation of Brazenose and Corpus 
Christi Colleges at Oxford. Rich, wise, and generous, he 
prefaced his private Account Book with the following 
admonition: ‘‘ Let not your left hand know what your 
right hand doeth, lest a rightful intention (charity) be 
hindered by a sinister one (ostentation).”’ 


Preparations and Appliances 


THE RANSOM PICKARD PIN TEST USED AS A TEST 
FOR STEREOSCOPIC VISION 
Mr. J. D. Macor CarbeLt, F.R.C.S. (London, W.1), writes: 


It seemed to me that a simple test for stereoscopic vision 
which would appear to a child in the light of a game would pro- 
duce results readily and easily. Such a test is that invented 
some years ago by Mr. Ransom Pickard for the detection of 
malingering. The apparatus has the advantage that it can 
be made efficiently by anyone at an extremely low cost. 
All that is required is a cork mat (or two mats glued together) 
of about half an inch thickness, some velvet with which to 
cover it, a supply of glass-headed pins of various colours 
and sizes, and a small mallet such as is obtained with a toy 
dulcimer. The pins are pushed vertically into the cork mat 
to different depths—most of the smaller-headed pins should 
stand higher than those of larger size. 

The test may be applied in two ways. The mat, with the 
pins in it, is held so that the line of sight is in the long axes 
of the pins. The light is arranged so that it is immediately 
above the pins and no tell-tale shadow is cast on the back- 
ground. The patient is asked which pins are nearer to him 
and to compare the relative positions of neighbouring pins. 
He is then asked to touch with the hammer the side of the 
head of all the pins of one particular colour without resting 
the elbow on anything. The pin should be touched at the 
first attempt without any tentative efforts or ‘‘ sighting 
shots.’’ Whereas the first part of the test may be beyond 
some children, most can appreciate what is required of them 
in the second part. I have asked Miss Sheila Mayou to 
correlate the results of this test with results obtained on the 
synoptophore. She has been kind enough to examine seventy- 
five cases, and reports, as follows: 


Miss SHEILA Mayou’s REpoR1 


‘* Binocular single vision does not necessarily imply that 
there is stereoscopic vision. Correct visual estimation of the 
position and height of the pins’ heads and ability to touch 
the sides of the pins’ heads accurately show that: 

1. The eyes are straight and there is binocular single vision 
(there may be a phoria present). 

2. The eyes are straight and there is binocular single vision 
and also stereoscopic vision, for when the eyes are not straight 
either the vision of one is suppressed or there is diplopia 
present and the test cannot be successfully passed, although 
there may be some stereoscopic vision present. Certain excep- 
tions to this will be noted later. 

When there is no stereoscopic vision the height of the 
pinhead will be wrongly judged, and the errors of judgement 
will become obvious. The following exceptions were found. 
One, a boy aged 12, with an amblyopic eye which had 6/36, 
passed the pin test, but when tested on the synoptophore had 
good, but not full, stereoscopic vision. He was unable to 
join a few of the stereoscopic slides requiring a greater amount 
of amplitude of fusion. 

The second, a girl aged 7 with glasses, appeared slightly 
convergent. She passed the pin test, but on being tested with 
the synoptophore she was found to have non-correspondence 
of retinal points (what some call ‘ false projection sans 


abnormal correspondence was so highly developed that she 
was able to give correct answers to about 85 per cent, of 
stereoscopic slides. 

Cases of non-correspondence with such a degree of develop- 
ment are extremely rare. Non-correspondence or ‘ false projec- 
tion’ should be suspected when, with eyes apparently out of 
the parallel, the pin test is correctly performed. Bright- 
coloured pins such as yellow or white, in the absence of 
stereopsis, are often regarded as being nearer than the rest, 
which all appear to be about the same level.’’ 


CONCLUSION 
We have, then, a test which is simple and inexpensive, and 
to which small children readily respond. There is nothing 
in it to frighten even the most nervous child, since the test 
can be applied by the parent in the presence of the examiner, 
who may seem to be taking little interest in the proceedings, 
A positive result of the test shows at least a high degree 
of stereopsis, or abnormally developed non-correspondence of 
retinal points—a very rare occurrence. 


AN IMPROVED ELECTRIC LARYNGOSCOPE 


Dr. Victor GotpMaNn, D.A., Anaesthetic Registrar, Royal 
Free Hospital and Eastman Dental Clinic, writes: 

Blind intubation of the trachea by the nasal method of 
Magill, for the maintenance of anaesthesia, is the method of 
choice, but this cannot always be accomplished, and there are 
occasions, such as in operations on the nose itself, when an 
endotracheal tube must be introduced through the mouth, and 
in these circumstances a laryngoscope must be used. 


The pattern at present in use has one or two disadvantages: 
it is difficult to hold firmly unless the anaesthetist’s hand is 
unduly large ; introduction in a child is not easy, for the 
handle hits the chest unless the head is well extended , the 
instrument itself takes up a fair amount of room in the 
anaesthetist’s bag, and the lamp carrier is liable to be bent 
out of shape. 

A laryngoscope which overcomes these difficulties has been 
made for me by Messrs. A. Charles King & Co., Ltd., of 
London, and is a modification of the type used in America 
by Guedel, the spatulae, which are interchangeable, being 
mounted at an acute angle to the handle. 

The illustration shows the laryngoscope with both spatulae. 
It will be seen that the handle is easy to hold, giving a firm 
grip ; the beak enables an upward lift to be given to the 
spatula when required. The battery, which is of course con- 
cealed in the handle, is of the ordinary ‘‘ fountain-pen ”’ size. 
The lamp carrier is so mounted that it can be fitted on either 
spatula, and is unlikely to become damaged in the hands of 
the inexpert or when being transported from case to case. 
When not in use the handle and both blades are accommodated 
in a small case, and are unlikely to become damaged, owing 
to their compact shape. 
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| THE TRAINING OF THE NEUROLOGIST 
AND THE PSYCHIATRIST 

Jt must be felt by many that of recent years the 
, boundaries of the neurologist’s field of work, instead of 
being clear-cut and obvious, have become rather un- 
certain and ill defined, and even to some extent the 
| subject of controversy. Much variation of opinion as 
fo where neurology ends and psychiatry begins is to 
be heard. Some hold that all nervous and mental 
disorders, both those due to demonstrable structural 
“changes in the nervous system and those of a general 
or functional character, are within the province of the 
neurologist. They point to the fact that many, if not 
| most, of the really important and fundamental advances 
in psychiatry have developed from neurological work 
and have been achieved by workers deeply versed 
and highly qualified in organic neurology. They will 
instance hysteria, the psychogenic character of which 
was first made clear in Charcot’s clinic, where it was 
further profoundly investigated by Janet, and they 
will stress the importance of the thorough neurological 
training of Freud, which has earned him considerable 
distinction, and without which his contributions to 
psychopathology would probably never have been 
made. The high status in neurology of such workers 
in mental disease as Meynert, Westphal, Weir Mitchell, 
and Morton Prince provide other examples. 

Those who think thus will emphasize the fact that 
40 to 50 per cent. of the neurologist’s task has always 
jbeen and still remains among patients who exhibit 
psychological symptoms without evidence of underlying 
gross organic disease. Finally, they will add that it is 
improbable that any future advances of a fundamental 
character in psychiatry will be achieved except through 
work with a sound and thorough neurological basis. 
\Others will say that the neurologist should regard all 
psychiatric problems as outside his province: that his 
|Wwork should consist only of the study of conditions 
iptoduced by organic lesions of the nervous system. 
They will regard a training in organic neurology, in 
‘spite of the history of scientific psychiatry, as unfitting 
the physician for a broad survey of patients and the 
‘study of them in all their aspects, a point of view that 
they regard as essential to the psychiatrist. These two 
outlooks represent the major difference of opinion on 
the relations between neurology and psychiatry that is 
discussed in a volume of papers lately reprinted from 
ithe Archives of Neurology and Psychiatry and entitled 
“The Training of the Neurologist and Psychiatrist.”’ 
The contributions, by acknowledged authorities of 
various nationalities in neurology, psychiatry, and 
neurosurgery, do much, by full consideration of the 
problems, to make the dispassionate formation of 
Ppmion on this matter of relationship possible. The 
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appearance of the volume is opportune, for the con- 
Pritish HMedteal Journal tinued existence of points of doubt can only be detri- 
i mental to the further growth of neurology and ot 
SATURDAY, AUGUST 22nd, 1936 psychiatry, and must implant an undesirable element 
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of uncertainty as to the future in the minds of many 


working in these subjects. Moreover, the training of 


neurologists and psychiatrists cannot profitably be 
debated without a measure of agreement on the scope 
of their respective subjects. It may be said that out of 
the discussion certain conclusions emerge as deserving 
of general acceptance, having gained, with one or two 
exceptions, remarkably unanimous support from the 
contributors. They may be summarized as follows. 

Neurology has never limited itself to the study of 
purely organic disease. This broad outlook has been 
emphasized more than ever before as increasing insight 
has been gained into general conditions, such as meta- 
bolic and endocrine disorders, that may affect nervous 
function. ‘‘ To-day no neurologist thinks only as a 
morphologist. . . . Functional alteration has relegated 
consideration of the lesion to second place ’’ (Lher- 
mitte). Divorce of the diagnosis and treatment of 
psychopathic states, especially the neuroses, from 
neurology, is impossible, and inefficiency will result if 
this is attempted. ‘‘ The psychoneuroses . . . provide 
one of the most exacting aspects of neurologic practice. 

It is, perhaps, the function of the trained 
neurologist of the future to impart reason and the 
scientific outlook into a field that has been for too long 
the happy hunting ground of the half-trained enthu- 
siast ’’ (Walshe). There is no reason for supposing that 
a study of organic nervous disease based upon sound 
training in general medicine should prevent anybody 
from taking a broad view of the patient. Rather the 
opposite is the case. ‘‘ The great psychiatrists were ull 
excellent neurologists and often eminent physicians ”’ 
(Lhermitte). The difference between the neurologist 
and the psychiatrist should not be great. Their training 
should be similar, and specialization in one direction 
or another should come later. 

This training, whether the student intends to deviate 
towards the physical or towards the psychological 
aspect of the subject, should comprise resident hospital 
experience in general medicine, neurology, and psychia- 
try, the study of biology, of the anatomy and physi- 
ology of the nervous system, and of neuropathology. 
There must be general agreement with Walshe in 
emphasizing the fundamental importance of instruction 
and experience in clinical observation, for which there 
can be no substitute. In this country two developments 
appear highly desirable. One is the creation of a 
university chair of neurology—a point referred to by 
Brouwer—and the other, the assumption of a larger 
share by voluntary hospitals in the treatment, both as 
out-patients and as in-patients, of psychiatric cases. The 
voluntary hospitals, which have not cultivated this side 
of their work enough, form probably the best centres 
for the treatment of not only the neuroses but also 
the early psychoses. Extension in this direction will 
diminish the discrimination between neurology and 
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psychiatry which has been artificially exaggerated by 
the concentration of so much psychiatric material in 
mental hospitals. Ramsay Hunt remarks: “‘ The 
difference in the intramural and extramural life and 
training of the two disciplines is perhaps the largest 
factor in the misunderstandings and difference in point 
of view which exist to-day.’’ 


THE PROBLEM OF NUTRITION 


At the League of Nations Assembly in 1935 a resolution 
was adopted requesting the Council to appoint a 
committee of agricultural, economic, and health experts, 
to submit a general report to the 1936 Assembly on the 
whole question of nutrition in its health and economic 
aspects. As a result of this resolution the Council set 
up a mixed committee under the chairmanship of Lord 
Astor. This committee, owing to the very wide scope 
of the problem of nutrition, considered it impossible 
within the space of a year to produce a report covering 
the whole ground in such detail as is necessary for a 
satisfactory survey. It has therefore produced an 
interim report’ which deals mainly with the funda- 
mental basis upon which consideration of the other 
aspects of the problem must be made—namely, the 
relationship between nutrition and health. Some pre- 
liminary observations on the economic and agricultural 
aspects of nutrition are incorporated in it, the intention 
being to elaborate these in its final report. 

The first chapter of the report gives a general survey 
of the nutrition problem. It propounds the question: 
‘Is there a nutrition problem?’’ and answers it em- 
phatically in the affirmative. ‘‘ The evidence that 
inadequacy of diet is widespread is conclusive. 
Malnutrition is manitest in the prevalence of rickets, 
scurvy, poor musculature, teeth of poor structure, 
anaemia, chronic fatigue, poor condition of the skin 
and subnormal growth and weight, to mention the 
more easily observable symptoms.’’ In examining the 
evidence it is at once clear that the nutrition problem 
takes very different forms according to the circum- 
stances of particular countries. In no country does the 
whole population attain the standard scientifically 
desirable in the interests of health: “‘ defective nutri- 
tion is to be found among large sections of the popu- 
lation even in well-to-do countries, with the inevitable 
consequence of the prevaience of deficiency and the 
unsatisfactory standard of physique of the population 
as a whole.’ In this chapter the new teachings of 
science are dealt with and emphasis is laid on the 
optimum standard of human diet. In general and 
easily comprehensible terms it is stated how this 
optimum standard may be attained. The division of 
foodstuffs into two great classes—the protective foods 
and the energy-bearing foods, the former to sustain 
the structure and function of the mechanism of the 
body and the latter to satisfy calorie requirements—is 
an admirable one, and one intelligible to the layman. 


1 League of Nations Publications. Allen and Unwin, 40, Museum 
Street, London, W.C.1.  (2s.) 


‘“ As the new knowledge now available becomes widely 


diffused and its significance to individual heal 
national prosperity is realized, it is certain that ree “ 
sive changes in the existing dietary ie The « 


practices 
countries will be brought about through the gal and 


development of popular demand in the directions ind. { 
cated by science as desirable. . . _ The objective must 
be, not to attempt to prescribe a single type of diet for 
all the peoples of Europe and other countries of Western 
civilization, but to promote the development of agricul. 
tural production along the lines which science makes 
possible, having regard to differences of soil, climate, ete 
with a view to providing the most efficient food supply 
taking into | consideration the traditional dietary habits of 
the people. 

It is pointed out that the health of the child is the 
kernel of the problem, that education in the principles 
of nutrition is urgently needed—education of medical 
students, doctors, hygienists, and the general public, 

Chapter II, comprising the major part of the report, fare 
deals with nutrition and health. This is admirably 
done. It is the A B C of nutrition, stated in language 
which the average boy or girl of 14 could readily 
understand—and a very good exercise it would be for 
them to attain to an understanding of it before they 
leave school. A succeeding chapter treats of nutrition } 
and labour as set out in the report of the International 
Labour Office, entitled ‘‘ Worker’s Nutrition and Social 
Policy.’’ This aspect of the problem has already been 
alluded to in the Journal (July 11th, p. 75). The two 
remaining chapters are concerned with agricultural and 
economic aspects of the problem of nutrition. In regard ‘entra 
to the first, two main agricultural methods are sug- 
gested by which the situation may be improved: (1) 
by improving methods of farming and so lowering the 
cost of production ; (2) by changing the type of agri- 
cultural product grown. To make good the most 
common deficiencies prevalent in all countries of 
Western civilization an increase is needed in consump- | ; 
tion of products which by their nature are most suit- | 
able for local production. The protective foods—fresh 
milk, fresh vegetables, and fresh fruit—are the most 
important. If national agricultural industries are 
reorientated to produce less of cereals and more of |i 
protective foods, this may help to restore international te 
trade in foodstuffs (wheat, meat, and the like) which not 
can be more advantageously and economically imported. 

As to the economic aspects of nutrition it is recog- 
nized that the greatest single cause of defective nutri | 
tion is poverty. Improvement of nutrition among the | 4:4 
poor lies in the increase in consumption of the protec: | porig 
tive foods which are relatively costly. Therefore im- ‘ijygh 
provement in dietaries is associated with maintenance 
and increase of the general level of income. Nevet- 
theless, some improvement may be attained by 
better organization of supplies, by education, and by 
other methods. The two first essentials of a sound ity. 
economic policy directed towards improved nutrition | 
are, in the opinion of the committee, the absence of re 
restrictions on the supply of foodstuffs which tend to 
raise prices, and provision against unavoidable fluctva- ashes 
tions in the availability of supplies. This report 15 OM) nite 
which medical men and women and medical studenls} gga 
should read, mark, learn, and inwardly digest. 
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> or silicosis combined with tuberculosis, and eleven 
ed wi ulosis, and elev 
AND deaths from asbestosis, so these diseases were more 
res } The annual report of the — Inspector of Factories | fatal than all the other notifiable industrial diseases put 
many | nq Workshops for 1935’ discusses the safety and | together. What appear to be rather half-hearted 
pe ‘heath of industrial workers at considerable length. | attempts are recorded in the pottery industry to bring 
mus, | Unfortunately there has been a substantial increase In | Gown their number by modifying certain processes, 
t for | the number of accidents incurred, amounting to no less | while more vigorous attempts are being made in other 
stem } yan 32 per cent. over those for 1933, but the increase | industries in regard to risks from sand-blasting and the 
= is roughly proportional to the increase in the number grinding of metals. The subject of hours of employ- 
ete. | of persons employed, and if we refer to earlier years | ment js treated in a separate chapter of the report, with 
poly, when making our comparison we find that there has especial reference to unduly long hours of work. It is 
tS of (yen a genuine improvement. For instance, the 1934 pointed out that these hours are generally worked by 
es, if calculated in relation to the number of | the Jeast physically fit of the industrial population. The 
the | persons exposed to risk, show a reduction of 20 per | best workers tend to go to the best employers and the 
iples | cent, over those incurred in 1924. The improvement is | weakest drift to the factories with the longest hours. 
dical | due largely to the active educational work of the | several shocking cases of overwork are reported—for 
ic. ‘| National Safety First Association, the Industrial Wel- example, of boys compelled to work from 8 a.m. to 
port, Pfare Society, and other bodies in promoting safety | 19 oy 11 p.m., and of one boy who had to work during 
ably | organizations. Data are recorded in the report showing | two nights in addition to day work. Other chapters of 
wage | that in some factories and works employing 40,000 | the report describe the great success of the Home Office 
ily workers there has been a reduction of 30 per cent. in | fyqustrial Misesuan:. 
-¢.. | accident frequency during the last five years. But there 
it is still plenty of room for improvement, especially in 
a the smaller factories, and the Chief Inspector, as in his THE UNDESCENDED TESTIS 
HON sony report, has drawn attention to the frequency of | There are still many unsolved problems relating to 
onal accidents incurred by juveniles. In 1935 they were 22 cryptorchidism. Although at birth some 14 per cent. 
ocial | yor cent. more frequent than the accidents to adults, | of male children have imperfectly descended testes, in 
been | but we are glad to learn that special measures are now | many of these the descent is completed before they are 
two | being taken by various associations to reduce these | able to walk, and it is variously estimated that some 
and | accidents. At a number of engineering works the young degree of imperfect descent occurs in only from 0.1 to 
gard }entrants are taken round by a skilled mechanic, who | 0.2 per cent. of adult males. In these neither side 
sug: explains the uses and dangers of the machines, and appears to be the more susceptible to arrested descent, 
(1) after starting work the youths are kept under constant | and bilateral cases are very rare. The work of Moore, 
supervision. Wangensteen,? and others has shown that the normal 
seth The subject of health is discussed by the Senior | development of the testis depends very much upon its 
nost | edical Inspector, Dr. J. C. Bridge, and he is of the | occupying a normal position in the scrotum. It has 
* {opinion that the general health of the workers has | been suggested that the scrotal sac serves as a thermo- 
+ of not been adversely affected by the greater activity in regulator and produces an environment cooler by 
mP* \industry, though he deprecates the frequency with | sevefal degrees than the interior of the abdomen, and 
Suit | hich many young persons are compelled to work for | that the testes require this reduced temperature for the 
Tesh | the maximum limit of hours allowed by law, a limit production of germinal cells. Two important problems 
most | fxed thirty-five years ago, when its ill effects were | connected with imperfect descent are, first, whether the 
aré not realized. Speed is the essence of present-day | undescended testis is more likely than the normally 
e of industry, and it is all the more desirable that hours | descended organ to become the seat of malignant 
onal ot work should not be excessive. The cases of | disease, as has been thought for many years by some 
hich ‘notifiable industrial disease recorded by Dr. Bridge surgeons and as vigorously denied by others, and 
ted: reveal some improvement on previous years, espe- | secondly, whether degeneration of the undescended 
cog: cally in respect of lead poisoning, but epitheliomatous | testis progresses during the course of years. On the 
utr. | Uceration shows no diminution. There were 171 | answers to these questions will be based the decision as 
‘the “SS in all (thirty-eight of them fatal), due | to the correct treatment of the adult cryptorchid. 
- \¢hiely to tar, pitch, and mineral oil. The value of | Should attempts be made to place certain of these 
~ \peiodical medical examination is emphasized, and is | testes in the scrotum, should they be removed, or 
m ‘iltrated by a concrete example. At one group of | should they be left im situ? J. M. Pace and Hugh 
ancé works employing 545 men 106 cases of pitch warts (one | Cabot® have attempted to solve these problems by 
-ver- | of them fatal) were discovered at the periodical medical carrying out a histological study of undescended testes 
by |amination, while at a similar works, employing 800 | removed from twenty-four subjects, all of whom had 
| by | Me, where there was no periodical examination, only passed puberty. The patients, whose ages varied from 
und ity-one cases were notified but six of them were fatal. | 18 to 67, were all white, and it is significant that two of 
itioa ‘Itis clear that in these works there must be a consider- the testes removed from men aged 21 and 27 respec- 
oa abl humber of men with pitch warts which may at any tively showed an early adenocarcinoma, while that 
d to time take on a malignant character. In the matter of | from a third aged 67 contained an area which was 
aa dust diseases the number of deaths from silicosis and regarded as adenocarcinoma by two pathologists but 
shows no to merely as an example of extreme hyperplasia by a 
aed, Naving in min e slow development of the 
lenl$! dsease. There were in all 126 deaths has silicosis tia ‘avi, 30. 
{ cee 2 Arch. of Surg., 1927, xiv, 663. 
Cid, 5230, London: H.M. Stationery Office. 1936. (2s. net.) > Surg., Gynecol. and Obstet., July, 1936, p. 16. 


| 


| 
| 
| 
| 
| 


398 <Avuc. 22, 1936 


PREVENTION OF POLIOMYELITIS 


third. Pace and Cabot conclude from their study in 
age groups of the material examined that there is a 
suggestion of progressive deterioration as the years go 
by, so that apparently atrophy takes place, and there 
is less likelihood of regeneration of the germinal epithe- 
lium the longer the testis remains undescended. Their 
findings of early and presumably unsuspected carci- 
noma in the routine examination of these cases sup- 
ports the contention that the undescended testis 1s 
liable to become malignant. They believe that their 
findings strengthen the opinion that the abnormally 
placed testis is much more likely to develop cancer 
than the normally placed one. 


EXPERIMENTS ON ANIMALS 


In the return relating to experiments on living animals, 
published under the auspices of the Home Office, the 
chief inspector, Dr. J. A. Giles, states that 736,716 
experiments were performed during 1935, an increase 
of 39,280 over the figure for the previous year. Of this 
total 34,437 were carried out with anaesthetics, which 
were employed for every serious operation. Of the 
702,279 performed without anaesthetics, the vast major- 
ity were simple inoculations and feeding experiments. 
In no case was any operation more severe than a super- 
ficial venesection permitted without anaesthetic. In the 
course of cancer investigations 29,835 experiments were 
performed by thirty-one licensees. Anaesthetics were 
employed in 750 of these ; the remainder were almost 
entirely inoculations into mice or the exposure of 
animals to radiations. Some 141,000 experiments were 
performed for Government Departments and_ other 
public bodies, while more than 333,000 were carried 
out in the course of preparation and testing of antitoxic 
sera and vaccines, and for the testing and standardiza- 
tion of drugs. The report makes it clear that every 
possible precaution is taken to safeguard the welfare of 
the animals used in the experiments. During the Fear 
inspectors paid 1,053 visits to registered places, in most 
cases without previous notice. The animals were found 
to be suitably housed and well cared for. The strin- 
gency with which the regulations are enforced is 
apparent from the fact that four licensees were admon- 
ished for slight infringements, while a pathologist at a 
university laboratory, who had performed a few simple 
inoculations without a licence and the appropriate 
certificate had his subsequent application for a licence 
refused ‘‘ in view of the seriousness of the offence.”’ 


THE PREVENTION OF POLIOMYELITIS 
Recent disastrous experience in the U.S.A. with 
attempts at immunization against poliomyelitis by 
injections of modified virus will doubtless deflect 
attention to any less dangerous method of prophylaxis 
agaist this disease. Such a method is suggested by 
Sabin, Olitzky, and Cox,’ who have shown that the 
intranasal instillation of poliomyelitis virus in monkeys 
is without effect if the nose has been irrigated before- 
hand on several successive days with alum or tannic 
acid. The resistant state is due to some change in the 
nasal mucosa ; once well established it may persist for 
some weeks, and is believed to be capable of main- 


1 Journ. Exper. Med., 1936, xiii, 877. 


tenance by less frequent applications. These solutiog, 
are said to cause only transient irritation in the humes 
nose, but anyone with the respect for ciliated epitheliny 
which it merits may well wish to know what effect 
really produce in the mucosa and what may be jt 
ultimate consequences, especially if the treatment ; 
long continued. Two uses are suggested tentatively {, 
this proceeding ; one is the prophylaxis of Poliomyeliti 
itself, for which it might certainly and justifiably be 
tried in any emergency. This country has been fe 
comparatively free from the disease for some years that 
widespread measures for its prevention have not bee 
called for, and efforts at prophylaxis which have bee, 
made in other countries have only been watched with 
perhaps a little astonishment and certainly with thank 
fulness that we are spared the necessity of imitati 
them. The other suggested use for this treatment is the 
prevention of influenza and the common cold, Her) 
it is wholly a question of whether the instillation ¢ 
alum or tannic acid into the nose is really innocuous 
and this clearly calls for further investigation befor 
such advice should seriously be given. A damaged 
mucosa liable to an intractable chronic infection would 
be a heavy price to pay for escaping a cold or two, 


ILLICIT TRAFFIC IN NARCOTIC DRUGS 


The Advisory Committee on traffic in opium and other 
dangerous drugs has laid before the Council of the 
League of Nations a full report of the work of it 
twenty-first session. The committee deprecates th:{ 
pessimism in regard to its labours which has found 
expression in the Press to the effect that “‘ the present 
system of fighting the illicit traffic in narcotics has 
broken down.’’ It is true that the committee has itself 
been appalled by the magnitude of the disclosures tt 
has revealed in regard to illicit traffic and clandestine 
manufacture of dangerous drugs. It can, however, 
claim that it has been the means of tracking down and 
suppressing several international gangs of traffickers 
and closing down many clandestine factories. More- 
over, the great increase of prices of illicit drugs and 
the extent of their adulteration are cited as evidence 
that the activities of the League of Nations have not 
been unfruitful. It is with the situation in the Far East 
that the gravest concern is felt, and the principal pre- 
occupations of the committee during its recent sessions 
have been with China and Japan. [he representative 
of the United States reported the results of an inquiry 
conducted with the aid of Chinese citizens, from which 
it appeared in 1935 that the total production of opium 


in China, at a minimum estimate, ‘‘ had been calculated 


to be 12,261 metric tons, or over 90 per cent. of the 
total world production.’’ Moreover, in Manchuria and 
Jehol production is said to be increasing by 6 per cent. 
annually, and few or no effective measures are being 
taken to limit or suppress it. As regards clandestine 
manufacture of opium derivatives in these territones, 
the situation is described as “‘terrifying.’’ The sales of 
raw opium at Shanghai, Hankow, and in nine Chinese 
provinces amounted in 1934 to 1,960 tons, and the total 
number of registered smokers, so far communicated to 
the central authorities, reached 1} millions. The repre- 
sentatives of Canada and the United States furnished 
conclusive evidence of an organized traffic to these 
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spanities of drugs originating from Japan. According 
to the Portuguese Government the Working of the 
opium monopoly in Macao has proved unsatisfactory ; 
some of the officials had been dismissed, and reorgani- 
zation of the monopoly system is to be effected. The 
committee again considered the question of limiting 
and controlling the cultivation of the opium poppy and 
the harvesting of the coca leaf, a policy which has been 
repeatedly advocated by this Journal and indeed was 
approved by the Assembly of the League of Nations in 
1931. The committee, after discussion, resolved to 
recommend to the Council of the League to separate 
the problem of harvesting the coca leaf from that of 
the cultivation of the poppy, to adjourn the former and 
to proceed with the study of the latter “‘ with a view to 
convening, at as early a date as possible, a conference 


for the limitation and control of this raw material.” 


BENCE-JONES PROTEIN 


The outstanding characteristic by which the Bence- 
Jones protein is recognized is the low temperature at 
which it is flocculated, this process beginning at 40° C. 
and reaching a maximum at about 60° C. ; further 
heating to 100° C. brings about a solution of the floc- 
culum, a process which is reversible. The facts that 
this protein is precipitated by half-saturated ammonium 
sulphate and is not precipitated by dialysis of the salts 
give it some resemblance to pseudo-globulin or primary 
proteose. The protein is found, as is well known, in 
the urine in cases of multiple myeloma of bone marrow, 
and in some cases in which the bone marrow is invaded 
by another tumour. The amount of the Bence-Jones 
protein in the urine is independent of the protein in the 
food, which makes it most probable that it arises from 
abnormal processes of endogenous metabolism, or, in 
view of its association with the bone marrow, from 
some greater-than-normal liberation of the protein from 
this tissue. This was the view taken by Hopkins 
twenty-five years ago. In recent months L. Meyler’ 
has sought for the site of origin of this body. He 
found that defatted emulsions of cow’s marrow injected 
into rabbits led to the appearance of protein in the 
wine showing the properties of the Bence-Jones pro- 
tin. Further, extraction with normal saline of defatted 
normal marrow, and filtration, gave a clear filtrate 
which contained this protein mixed with another ; but 
the results were not consistent. Application of Ellinger’s 
method (precipitation with alcohol, period of standing, 
extraction of precipitate with water, and filtration) to 
normal bone marrow from calves and from human 
bones lead to unequivocal demonstration of the presence 
Care must be taken in this 
method that contact with the alcohol is not long enough 
fo produce denaturation of the protein. Properties of 
the Bence-Jones protein related to the different solvent 
action of ions of different valencies first demonstrated 
by Hopkins were shown to be possessed by the prepara- 
tins from normal bone marrow obtained by Meyler. 


| The occurrence of Bence-Jones proteinuria in cases of 


lukaemia (myeloid and lymphatic types) and in cases 
of severe fracture leads to the conclusion that this pro- 
tin may in some way be associated with the leucocytes 
or their function. Meyler detected the protein in the 
pus of abscesses and empyema, and also in the lympho- 


* Arch. Int. Med., April, 1936, p. 708. 


cytes and other leucocytes in cases of leukaemia. 
Understanding of Bence-Jones proteinuria thus becomes 
clearer, although it must be remembered that a quanti- 
tative factor will enter into the amount of this protein 
which will appear in the urine in any given case. 


Meyler was unable to detect the protein in the liver, . 


blood plasma, thyroid, kidney, or spleen ; in the last 
organ this is strange in view of the occurrence of the 
protein in leucocytes and lymphocytes. The sugges- 
tion is made that in multiple myeloma the white cells 
may have the power to produce such large quantities 
of this protein that it cannot be broken down in the 
body and so is excreted by the kidney. If the kidney 
is damaged the amount excreted will be greater. 


POST-GRADUATE COURSE IN TREATMENT 
OF FRACTURES 

Until recent years the treatment of fractures in Great 
Britain left much to be desired. In many centres there 
was evidence of complete indifference to the problem, 
and the lack of organization for continuous treatment 
and after-care was emphasized by the report of the 
British Medical Association Fractures Committee pub- 
lished in our Supplement on February 16th, 1935. 
During the last two or three years a great deal of work 
has been done by the discussions of medical committees 
and industrial societies, and by the deliberations of 
public conferences and private dinner parties. No 
longer can the criticism of indifference be levelled. 
Hospitals have awakened to their responsibilities, and 
all over the country existing fracture clinics are being 
reorganized and new fracture clinics are being estab- 
lished ; leaders of industry are demanding improved 
fracture service and in many instances are. providing 
financial assistance ; the insurance companies are 
examining the situation ; the Government has set its 
seal on these activities by the appointment of an Inter- 
departmental Committee to make recommendations. 
Progress has been maintained at such a rate that the 
question has arisen whether there are enough surgeons 
in this country, experienced and qualified in fracture 
treatment, who are available to take over the duties of 
the departments which are being established. For this 
reason we welcome the notice in this week’s advertise- 
ment columns of the Journal of a special post-graduate 
course in fracture treatment which is shortly to be held 
in the Liverpool Royal Infirmary. <A _ concentrated 
course of this type cannot possibly replace the pro- 
longed training of the experienced surgeon. But for 
the man already trained as a general surgeon who 
possesses the mental outlook of the orthopaedic surgeon, 
systematic demonstrations of the main principles of 
traumatic surgery, together with practical experience in 
an established fracture clinic, should be invaluable. 


Dr. Hugh Cabot of the Mayo Clinic will deliver two 
lectures in the Governors’ Hall at St. Thomas’s Hos- 
pital, S.E., on Monday and Tuesday, August 24th and 
25th, at 5 p.m. The first lecture will be on “‘ The 
Treatment of the Obstructing Prostate,’’ and the second 
on ‘‘ Cryptorchidism, with Particular Reference to the 
Effect of Malposition upon the Testis, and Methods of 
Treatment ’’ (see p. 397). Graduates and senior 
students will be welcomec. 
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TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some of the renal diseases met with in general Practice, 


The first group of articles on Treatment in General Practice, thirty-five in number, was republished in book form 
last March by H. K. Lewis & Co., and a second volume will appear in the autumn, 


ACUTE NEPHRITIS 


BY 


HORACE EVANS, M.D., M.R.C.P. 


The clinical manifestations of the onset of acute 
nephritis are extremely variable. It is important to 
emphasize this, as the earlier treatment is begun the 
more probable is a complete recovery. 

Two types of acute nephritis must be recognized—the 
mono-symptomatic or acute focal nephritis, and the 
classical or acute diffuse nephritis. This distinction 1s 
important for purposes of treatment and prognosis. 


Types of Nephritis 


In acute focal nephritis haematuria is the only sign of 
renal disease. This occurs during the height of an infec- 
tion such as tonsillitis, acute otitis media, or acute 
osteomyelitis. None of the other signs which are asso- 
ciated with acute diffuse nephritis, such as hypertension 
and oedema, are found. The course is mild and of 
short duration, the haematuria rapidly disappearing with 
the subsidence of the underlying sepsis. The prognosis 
is good and a complete recovery is to be expected. No 
special treatment of this type of acute nephritis is called 
for, nor are there usually any complications, but ade- 
quate treatment of the septic focus should be instituted 
without delay. If any doubt should exist, as indeed it 
may in certain cases, as to the condition being ‘‘ focal ”’ 
or ‘‘ diffuse,’’ it is wise to adopt the treatment indicated 
in the latter. 

In acute diffuse nephritis the onset may be abrupt or 
insidious. The abrupt onset usually occurs in patients 
convalescing from an acute infection, the commonest of 
which is streptococcal tonsillitis. The latent period be- 
tween the onset of the infection and the onset of renal 
symptoms varies from one to three weeks, the nephritis 
appearing as a complication of convalescence. Symptoms 
such as haematuria, puffiness of the face and ankles, head- 
ache, abdominal pain, vomiting, and shortness of breath 
are found associated with varying degrees of hypertension, 
oedema, and albuminuria. More rarely acute heart failure 
with pulmonary oedema ; or hypertensive cerebral symp- 
toms such as intense headache, fits, loss of vision, and 
coma ; or suppression of urine, may dominate the picture. 
When the onset is insidious, frequently without any 
history or other evidence of a preceding infection, the 
gradual development of malaise and oedema, with vary- 
ing degrees of hypertension and considerable albuminuria, 
are the presenting features ; in such patients haematuria 
is usually minimal. With an onset of this type diagnosis 
is late*and chronic nephritis is a common sequel, possibly 
because such patients are frequently ambulant and not 
under any treatment during the early stage of the disease. 


General Treatment 


Rest in bed and warmth are essential in the treatment 
of all cases of acute nephritis, no matter how mild the 
attack may appear. Thr period of rest in bed depends a 
good deal on the progress, but even in the least severe 
a minimum of from four to six weeks is necessary. 


In the more severe cases rest in bed should be continued 
until the blood pressure is normal, the oedema has dis. 
appeared, and the albumin in the urine has diminished to 
a small amount, or until it is obvious that the disease 
is progressing into the sub-chronic stage. In all patients 
with displacement of the apex beat and _ hypertension 
‘complete rest is important ; they should be forbidden to 
do anything for themselves. Such patients require care. 
ful nursing. 

Avoidance of cold during treatment and convalescence 
is extremely important, since chilling of the skin would 
appear to be a predisposing factor in some instances of 
acute nephritis. Patients should therefore be nursed in 
woollen nightclothes and blankets. There is little to be 
said in favour of the use of hot-air baths or hot packs to 
induce sweating ; indeed, such treatment may only cause 
exhaustion and predispose to a subsequent chill. Aperients 
are rarely necessary, but, if they are required, magnesium 
sulphate is the best, though it is undesirable to give this 
frequently during the period of restricted fluid intake. 
Daily records of the blood pressure, urine volume, and 
weight of the patient are the most helpful guides to 
treatment. 

Diet 

As complete a dietetic restriction as possible un- 
doubtedly rests not only the kidneys but the whole of 
the circulatory system. The latter is significant in view 
of the fact that the modern conception of nephritis is 
that of a disease involving ,the whole cardiovascular 
system rather than a disorder of the kidneys alone. 
Such restriction of diet does much to prevent the increase 
of oedema and hypertension, and complications such as 
heart failure, hypertensive cerebral attacks, and suppres- 
sion of urine. For these reasons a preliminary “ starva- 
tion ’’ period is advisable. 

During this period no food is given and the fluid intake 
is restricted to one pint of orange juice in twenty-four 
hours ; this may be sweetened with sugar if desired. 
The orange juice may be given in the following amounts: 
3 oz. a time at 6.30 a.m., 10 a.m., 12 noon, and 3 p.m. ; 
and 4 oz. at 6.30 p.m. and at 8 p.m. The patient may 
save as much as he likes for consumption throughout 
the night. About sixteen oranges are required to pro- 
duce one pint of juice. Even young children appear to 
tolerate this with remarkably little discomfort. Restric- 
tion of fluid should be continued until the blood pressure 
becomes normal and until there is little or no oedema. 
This usually happens within the first week, but when 
necessary the ‘‘ starvation ’’ regime may be prolonged for 
a maximum period of about ten days. 

Rarely the raised blood pressure may not fall during 
this period. If the blood pressure does not begin to fall 
within the first week of treatment venesection should be 
performed, as described below. This procedure nearly 
always results in a fall of blood pressure and in a general 
improvement during the subsequent few days. When the 
blood pressure is within normal limits the diet is to be 
increased by the gradual addition of custard, jellies, 
junket, blancmange, milk puddings, bread-and-butter, 
jam, gravy, and puréed vegetables ; and with the onset 
of convalescence fresh fish, chicken, and eggs may be 
added to the diet. The fluid intake should remain fre 
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gricted until all traces of oedema has disappeared. The 
diet should be “‘ salt-free,”’ though it is unnecessary to 
forbid the use of salt in cooking. 


FOCAL INFECTION 


A careful search for foci of sepsis should be made in all 

tients with nephritis. Inflamed tonsils, septic teeth, 
pyorrhoea, otitis media, and impetigo, are common find- 
ings. Such foci should be dealt with surgically if 
necessary, but it is sometimes difficult to decide at what 
time such a procedure is most beneficial. As a general 
rule it is better to wait until the more serious signs of 
the nephritis, such as hypertension and oedema, are sub- 
siding, because an exacerbation of these not infrequently 
follows operation. If the sepsis demands urgent surgical 
intervention there should be no delay. 


ANAEMIA 


A moderately severe secondary anaemia develops early 
in most patients with acute nephritis. The recognition 
and treatment of this is important, since there can be no 
doubt that healing is adversely affected by anaemia. 
Iron should be given in full doses until all traces of 
anaemia have disappeared. This may take weeks or, 
more rarely, months. The best methods of prescribing 
iron are—pil. ferri, 30 grains three times daily, or a 
mixture such as the following: 


R Ferri et ammon. cit. gr. Xxx 
Aq. chlorof, tee ad j 


t.ds., p.c 


Complications 
ACUTE HEART FAILURE 


Signs of heart failure, such as dyspnoea, cyanosis, 
basal crepitations in the lungs, tender enlargement of the 
liver, and, in extreme instances, acute pulmonary oedema, 
are not infrequent in patients with acute nephritis. The 
systolic blood pressure is usually considerably raised 
(150-200 mm. Hg) and the heart is dilated as shown 
by the apex beat, which is displaced outwards, even as 
far as the anterior axillary line in the more severe cases. 
The heart failure may be the presenting feature at the 
onset ; it may come on suddenly during the course of 
the acute nephritis, or it may follow a hypertensive 
cerebral attack. Immediate treatment is essential. It has 
already been emphasized that complete rest is of para- 
mount importance, so also is the “‘ starvation ’’ regime. 
In patients with heart failure additional measures are 
called for. Of these venesection and the admfnistration 
of morphine and strophanthin are the most helpful. 
About 400 c.cm. of blood should be withdrawn from a 
child and 600 c.cm. from an adult. Morphine 1/4 grain 
subcutaneously and strophanthin 1/100 grain ‘intra- 
venously should be given to an adult. This should be 
followed by the oral administration of digitalis—15 to 30 
minims of the tincture six-hourly. If the patient is a 
child the doses of these drugs should be modified accord- 
ing to age. 

HYPERTENSIVE CEREBRAL ATTACK 


Severe headache, convulsions, coma, amaurosis, and 
other evidences of diffuse or focal disturbances in the 
brain, may occur in association with acute nephritis. 
Such manifestations were until recently considered as 
Waemic in nature, but we now know that they often 
arise in the absence of renal insufficiency. Hypertension 
8a constant feature in this symptom-complex, hence the 
designation ‘‘ hypertensive cerebral attack ’’ or ‘‘ hyper- 
tensive encephalopathy.’’ The fact that such symptoms 
may appear in association with essential hypertension but 


not in conditions leading to anuria seems good reason for 
differentiating them clearly from the manifestations of 
true or “ toxic ’’ uraemia. These hypertensive cerebral 
attacks are most probably due to circulatory disturbances 
in the brain resulting in temporary ischaemia and in 
some cases oedema. Therapy should therefore be directed 
towards improving the cerebral circulation. 

Venesection and lumbar puncture are the most valuable 
methods of treatment. A small venesection is generally 
useless ; about 400 c.cm. for a child and 600 c.cm. for 
an adult are the amounts of blood which should be with- 
drawn. Lumbar puncture often relieves the intense head- 
ache. This procedure should be carried out with great 
care, the cerebro-spinal fluid being allowed to escape 
very slowly until the pressure, which is as a rule raised, 
falls within normal limits. It is advisable that lumbar 
puncture should be done after, and not before, the vene- 
section. Morphine should be given for the restlessness 
and distress which are usually present. 


ANURIA AND OLIGURIA 


Complete suppression of urine is rare, but a marked 
degree of oliguria may occur occasionally. If this per- 
sists the manifestations of true or toxic ’’ uraemia 
develop in association with a rising blood urea. Such 
patients have little or no hypertension. The treatment 
of the condition is that advocated above for severe acute 
nephritis. Usually a spontaneous diuresis will take place 
in a day or two. If this does not happen there is little 
to be done. Occasionally diuresis follows the giving of 
large amounts of fluid by mouth or an intravenous injec- 
tion of 100 c.cm. of 15 per cent. solution of saline. The 
response to treatment in these cases is disappointing, and 
suppression of urine, when it occurs in acute nephritis, 
is a sign of the gravest prognostic import. 


Convalescence 


During convalescence and afterwards care must be 
taken to avoid infections and chills. Warm clothing 
must be worn. Cold bathing should be forbidden. Pro- 
vided that there are no residual manifestations, with the 
exception of a slight albuminuria, no dietetic restrictions 
are indicated. Small amounts of albumin in the urine 
may occasionally persist for weeks or even months, and 
then completely disappear. An early morning specimen 
of urine is to be examined, as occasionally what is thought 
to be a persistent albuminuria may really be an ortho- 
static albuminuria ; this is not infrequent in children. 
The administration of iron should be continued until all 
traces of anaemia have disappeared. No further treat- 
ment is usually necessary unless there are residual signs, 
such as persistent oedema, hypertension, and albumin- 
uria, which indicate that the disease is passing into the 
chronic stage. 

The distressing condition of these patients in the later 
stages of the disease should be an added stimulus to- 
wards the adequate and careful treatment of all cases of 
acute nephritis. 


H. J. Viersma (Nederl. Tijdschr. v. Geneesk., July 
11th, 1936, p. 3264), who records an illustrative case in 
a man aged 52, states that in some cases of hyper- 
thyroidism lesions of the joints may occur which are 
characterized by the following features: (1) the shoulder- 
joints are most usually involved ; (2) pronounced muscular 
atrophy ; (3) severe pain radiating into the arms; (4) 
recovery after subtotal thyroidectomy, as in the writer's 
case ; (5) development of progressive ankylosing poly- 
arthritis if the treatment is neglected. Hypothyroidism 
may also play a part in the aetiology of arthritis 
deformans, and in such cases thyroid extract may be of 
value. 
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FORBES’S TRANSLATION OF AUENBRUGGER'’S 
TREATISE ON PERCUSSION 

‘‘ There are not many but still quite a few medical books 
which centuries after their author’s death are still alive, 
stili essentially true in spite of inevitable errors.’’ Pro- 
fessor H. E. Sigerist of Baltimore, in a most valuable 
and stimulating introduction to the reprint of Forbes’s 
translation of Auenbrugger’s Inventum Novum ex Per- 
cussione Thoracis Humani,' also says that it should be 
in the hands of every medical student. 

The year 1761 is remarkable in the annals of medical 
history for the publication of two famous _ books: 
Morgagni’s De Sedibus et Causis Morborum, which laid the 
foundations of modern morbid anatomy, and Auenbrugger’s 
Inventum Novum, which developed a method for the 
detection of structural changes in the living patient. 
Though now almost too obvious to be mentioned, it was 
then, and indeed for nearly half a century, an advance 
born out of due time. In 1808 Baron J. N. Corvisart 
(1756-1821) translated it into French, and added _ his 
annotations, with, as results, that the original booklet 
of ninety-five pages became a volume of 440 pages, and 
percussion took its place in Paris. Before then examina- 
tion of the pulse and respiration was the only method 
available in connexion with thoracic disease. Physical 
examination of the patient as an aid to diagnosis made 
its way slowly ; Sir Henry Halford (1766-1844), president 
of the Royal College of Physicians of London for the 
long period of twenty-four years, in his obituary notice 
of Matthew Baillie (1761-1823) said: 

‘“ He appeared to lay a great stress upon the information 
which he might derive from the external examination of his 
patient, and to be much influenced in the formation of his 
opinion of the nature of the complaint by this practice. He 
had originally adopted this habit from the peculiar turn of 
his early studies ; and assuredly such a method, not indis- 
criminately but judiciously employed, as he employed it, is 
a valuable auxiliary to the other ordinary means used by a 
physician of obtaining the knowledge of a disease submitted 
to him. But it is equally true that, notwithstanding its air 
of mechanical precision, such examination is not to be depended 
upon beyond a certain point.’’ 

Both Auenbrugger and Laennec were good musicians, 
and Professor Sigerist points out that the former’s father 
was an innkeeper and that this had a bearing on his son’s 
future discovery, for the barrels were often percussed to 
find out whether they contained wine or were empty, 
and thus suggested a similar test for the chest. 


Sir John Forbes 

Sir John Forbes (1787-1861), who in 1824 made the 
only English translation of Auenbrugger’s classical work, 
and also translated Laennec’s Auscultation Médiate in 
1821, was an interesting personality. A Scot, he served 
as a surgeon in the Navy for nine years before he took 
the M.D. in 1817 at Edinburgh, then practised for five 
years at Penzance, where he succeeded John Ayrton Paris 
(1785-1856), who was subsequently president of the Royal 
College of Physicians of London, after Halford, for no 
less than twelve years. In those days medical occupants 
sat long in the seats of the mighty, and the rising genera- 
tion had plenty of time to watch their seniors ; Sir William 
Burnett (1779-1861) was Medical Director-General of the 
Navy for twenty-three years (1832-55); his opposite 
number, Sir James MacGrigor (1771-1858), was Director- 
General of the Medical Department of the Army for 
thirty-six years (1815-51) ; and Dr, James Sims (1741-1820) 

* On Percussion of the Chest, being a Translation of Auenbrugger’s 
original Treatise entitled Inventum Novum ex Percussione Thoracis 
Humani, etc. (Vienna, 1761). By John Forbes, M.D. (London, 1824). 
With introduction by Henry E. Sigerist. Baltimore: The Johns 
Hopkins Press. 1936. Reprinted from the Bulletin of the Institute 


of the History of Medicine, May, 1936, vol. iv, No. 5. (Pp. 31; 
1 plate. 75 cents.) 


was president of the Medical Society of London for 
twenty-two years (1786-1809), and thus led to a commo. 
tion and the birth of the Medical and Chirurgical Society, 
Forbes in 1822 moved to Chichester and took the place 
of Sir William Burnett, who, while on half-pay from 
the Navy, had practised there with great success. In 1895 
he completed a Cyclopaedia of Practical Medicine, being 
associated in this labour with Alexander Tweedie (1794_ 
1884) and John Conolly (1794-1866), later widely known 
for his introduction of the humane treatment of the insane, 
and at that time a friendly rival in practice at Chichester, 
With indefatigable energy he started, again with Conolly’s 
assistance, the British and Foreign Medical Review, which 
in 1848 was amalgamated with the Medico-Chirurgical 
Review, founded by James Johnson (1777-1845), to 
become the British and Foreign Medico-Chirurgical Review 
(1848-77). In 1840 Forbes moved to London, where he 
was busy with literary work, and by the influence of his 
schoolfellow, fellow surgeon in the Navy, and lifelong 
friend, Sir James Clark (1788-1870), was appointed physi- 
cian to the Household of Queen Victoria, and in 1853 
was knighted. 


HISTORY OF THE LIVERPOOL ROYAL 
SOUTHERN HOSPITAL 

Dr. CHARLES MACALISTER is well qualified to write the 
History of the Royal Southern Hospital,‘ for, although 
he graduated at Edinburgh, he started his connexion with 
the Liverpool institution as a vacation student in 1879, 
Since that time he has served the hospital as pathologist, 
physician, and physician to the actino-therapeutic depart- 
ment, becoming consulting physician on his retirement 
from the active staff in 1925. 

Liverpool is relatively a modern city, and the Royal 
Infirmary was only founded in 1745. The rapid expan- 
sion of the docks resulted in the establishment of the 
Northern (David Lewis) Hospital in 1834 and of the 
Southern and Toxteth Hospital four years later. Trade 
depression caused financial stringency for some years, 
but ‘‘ the requirements of taste and fashion came in aid 
of the calls of humanity ’’ when Jenny Lind sang on 
behalf of the building fund. The hospital received 
£1,300, the singer a silver kettle and a poetic eulogy, 
while a ward still bears her name. 

In 1857 the Southern Hospital was the first general 
hospital to open a special children’s ward, and in the 
following year it became a recognized teaching hospital 
for surgery, though the medical requirements were not 
available until 1870. Cases of tropical diseases were so 
numerous that residents wrote their theses on malaria, 
until in 1898 the collaboration of the hospital’s most 
notable physician. Dr. Carter, with Sir Alfred Jones, the 
West African shipowner, led to the formation of the 
Liverpool Schoo! of Tropical Medicine. The Royal 
Southern was also a pioneer in orthopaedic surgery under 
Sir Robert Jones. 

Dr. Macalister’s earlier hospital reminiscences make 
interesting reading. Every type of case, medical and 
surgical, clean and septic, were mixed haphazard in the 
wards ; the mortuary and post-mortem room were imme- 
diately under the operating theatre ; nurses were occa- 
sionally the worse for drink ; the wooden stethoscopes 
used for out-patients were made with eighteen-inch shafts 
to avoid too close contact with the verminous patients. 

There are more than forty pages of excellent  bio- 
graphical notes on members of the staff, and shorter 
notes on members of the committee. This book is one 
of the best of its kind, and the author has evidently 
regarded his task as a labour of love. mee 


1The Origin and History of the Liverpool Royal Southern 


Hospital. With Personal Reminiscences. By Charles J. Macalister, 


M.D., F.R.C.P. Liverpool: W. B. Jones and Co. Ltd. 
(Pp. 214; illustrated.) 
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the hospitals as a whole to carry on their work, it must 
England and Wales not be forgotten that some of them had deficits, that the 
continual invention of new and often expensive methods 


—< 


of healing the sick causes the cost of all of them to rise 
iratory Dust Disease in the Cotton Industry steadily, and that increasing support is needed all the 


In Special Report No. 212 of the Medical Research time to enable them to keep up to date. There was an | 


ane. 


) ; . increase of £60,000 in the payments made by patients 

towards the cost of their treatment. This of 
investigation of the respiratory disease to to about £1,340,000 in 1935, is 
ae h certain groups of cotton operatives are liable. The composed mainly of voluntary contributions towards the 
Ww gas carried out at Manchester, in connexion with prove of their — treatment by people who are not obliged | 
yn Department of Preventive Medicine of the University, pay anytung. 
and Dr. Prausnitz gratefully acknowledges the help | Rebuilding Scheme for Great Ormond Street Hospital 
received from Professor H. B. Maitland, the head of | 
the department, and from many others. The disease is 
due to the dust derived from the raw cotton during the 
preparatory processes carried on in the blowing and card- 
ing rooms. A great deal of dust is liberated, the coarser 
rticles of which are removed by powerful exhaust 


The chief feature of the annual report of the Hospital 
for Sick Children, Great Ormond Street, is the rebuilding \ 
programme. It is proposed that the work shall be under- . § 
taken in four sections: the nurses’ home, the hospital { 
block (including the wards), the out-patient department, ; | 
and the administration block. The first of these, already i! 


oe 


is 
g ventilation, but most of the particles under two microns | begun, is scheduled for completion in December of this a 
i. } in size escape removal, and are inhaled by the workers, year, the last in March, 1941. The cost of this rebuild- t 
3 especially by the cotton “ strippers and grinders,’’ who | ing is estimated at £400,000, and subscriptions or dona- i 
have to clean the sharp wires of the carding machines. tions, which are urgently needed, may be sent to the } 
The operatives show no symptoms for some years except secretary at the hospital. At the convalescent home at { 
a little cough, but then it becomes more irritating and | Tadworth Court extensions recently completed provide { 
js accompanied by attacks of breathlessness. These | for the accommodation of forty-two children, and a new | 
symptoms at first manifest themselves only on Mondays, | nurses’ home should be wale for occupation in the { 
e probably the result of the sudden change from the purer | autumn. The medical report contains several interesting 
h ait breathed during the week-end to the dusty air of | items. A department of immunology has been created to | 
‘h the work rooms. After a time the operatives suffer | meet the increasing volume of work involved in prophy- 1 
9. continuously, and in the end they are forced to give up | Jactic treatment of nurses and patients against scarlet | 
t work, owing to chronic bronchitis and emphysema. Some | fever and diphtheria ; the asthma clinic has been absorbed \ 
t. improvement of health occurs on cessation of work, but | in this department. On the surgical side there were 3,371 
‘ the mortality rate of the strippers from bronchitis was | operations for the removal of tonsils and adenoids, 194 | 
. found by the Registrar-General to be five times greater | for the treatment of hare-lip and cleft palate, and sixty- 
than the average, though there is no increase in the | nine for pyloric stenosis, the physicians collaborating in 
al / phthisis rate. All the diseased operatives examined by | the dietetic treatment of the last two groups. 
n- Dr. Prausnitz were proved to have an allergic super- | 
he sensitiveness to the protein fraction which could be 
extracted from the dust, though such sensitiveness is 
. rare in healthy operatives. Treatment of the disease by Scotland 
desensitization did not to satisfactory 
chances of improvement, but adequate breathing exercises 
id would benefit the considerably, as the A Presentation ven 
* dust inhalation causes them to lose the power of using | At @ meeting of patients and friends in Haddington on 
ed their lungs properly. They acquire the habit of shallow | July 28th, Dr. W. R. Martine, who is retiring after | 


} 
> and frequent breathing, as it tends to diminish the practising for was the | 
amount of dust actually inhaled into the alveoli. Better | Téipient of a presentation which took the form of a { 


heque for £175 and other gifts. Mr. George Rattray 
al still, the patients should be persuaded to give up their | ‘ 
he work altogether before severe changes of pulmona who presided, said that Dr. Martine had been born in } 
al function have developed. A complete change of pi 4 1871 at Haddington, where his family had resided for three 
ot may affect something like an actual cure, but clearly hundred years. Dr. Martine studied medicine at Edin- 


prevention is much better than any cure. Until the dust burgh, and graduated there in 1894. After a period as 


so house-surgeon in the Royal Infirmary of Edinburgh, and 

a, ae te as an assistant in practice at Invergordon, he returned to 
most desirable that an efficient respirator be worn. The 

st Haddington in 1895 to succeed his father in practice, and 
respirators at present in use do not fulfil their object, but since then had earned. the af | 

he arespirator containing a layer, one inch thick, of packed pe y 


patients. He had been visiting physician to the County 
Hospital for Infectious Diseases, which had, during these i 
forty years, expanded from sixteen to seventy-three beds, 
over 10,000 patients passing through his hands. Dr. 


he wood shavings soaked in liquid paraffin was found to 
ral be highly efficient. The only difficulty consisted in con- 
ler structing a mask with an air-tight fit where it touched 
the face. A light rubber mask seemed suitable at first, 


ke | but the operatives objected to the retained respiration. gow for the 
a i “ be hoped that further research will overcome the conditions of general practice, which had already been 
he culty. ‘tals of Lond greatly modified and improved. Throughout his career 
1e- The Hospitals of gnc Dr. Martine has been a staunch supporter of the British | 
si The continuing generosity of the public towards the | Medical Association, which he joined in 1896. He was j 


yes -| ‘tk poor is clearly shown in the new statistical — by | secretary of ‘the Lothians Division from 1918 to 1936, a 
King Edward’s Hospital Fund for London on the London | representative to the Annual Representative Meeting in 

voluntary hospitals (10, Old Jewry, E.C.2, 1s., or 1s. 5d. | 1914, 1935, and 1936, and president of the Edinburgh 
post free). The total general fund income last year of the | Branch in 1923-4. . 


i0- 45 hospitals under review was £4,190,000, of which 


ter | mearly one million came from subscriptions and over half Diphtheria Immunization at Aberdeen 
ne 4 million from legacies. Against this the general fund In view of the prevalence of diphtheria among school 


tly ‘xpenditure was about £4,070,000, leaving a margin of | children at Aberdeen in recent years, the Public Health 
some £120,000 on the right side. These figures do not | Department of the Town Council decided on August 12th 
—ati include any of the capital sums required for building or | to institute an intensive immunization campaign. The 
pe or buying new apparatus. While the King’s Fund figures | Education Committee has agreed to co-operate with 
936. | Slow that in the aggregate the public generosity enables ap Harry J. Rae, medical officer of health for the city, 

ndon: H.M. Stationery Office. 1936 n an attempt to immunize as many as possible of the 


*London: H.M. Stationery Office. 1936. (2s, 6d.) 
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susceptible children entering school for the first time as 
well as children of pre-school age. The medical officer 
of health has pointed out in a report that in order to 
make the scheme a success it will be necessary to obtain 
the consent of some 75 or 80 per cent. of parents of the 
children concerned, but as the procedure has been in 
use for a considerable time in Aberdeen it is expected 
that the consent of parents will be generally secured. 
The immunization will be carried out at the expense of 
the local authority, and the technique employed will be 
the ‘‘ one-shot ’’ method, using alum-precipitated toxoid. 


CORRESPONDENCE 


Appointment of Coroners in London 


Sir,—There is a paragraph in your annotation on the 
appointment of coroners in London (Journal, August 15th, 
p. 364) which may possibly mislead some of your readers 
and may confuse provincial local authorities. Your report 
states, quite accurately, that it has been ‘‘ proposed ”’ 
that the L.C.C. should in future, when appointing a 
coroner, require a legal qualification only and not a medical 
one in addition. What it does not state is that this pro- 
posal was withdrawn by the chairman of the committee 
which presented it, in order to allow of a hearing to a 
deputation from the British Medical Association in opposi- 
tion to it ; the deputation will be received after the vaca- 
tion, and the committee will then decide whether to 
adhere to its proposal or not. It should be added that 
the medical members of the L.C.C. were united, irrespec- 
tive of party, in opposing the presentation of the report ; 
Dr. Homa and Dr. Brook were especially helpful.—I am, 
etc., 


‘ 


August 15th. HENRY ROBINSON. 


Medical Peace Campaign 


Sir,—There is a growing demand that the medical 
profession should be represented at the forthcoming 
Peace Congress in Brussels in September, together with 
other professions and organizations throughout the world. 
The medical profession has an unenviable knowledge of 
the bitter wastage of human life, which is the basis of 
conducting modern warfare, and is earnestly looking to 
the establishment of constructive peace and security. In 
the opinion of many doctors the four points of the Inter- 
national Peace Campaign state the best course which can 
now be followed—namely : 

1. Recognition of the sanctity of treaty obligations. 

2. Reduction and limitation of armaments by _ inter- 
national agreement and the suppression of profit from the 
manufacture and trade in arms. 

3. Strengthening of the League of Nations for the preven- 
tion and stopping of war by the organization of collective 
security and mutual assistance. 

4. Establishment within the framework of the League of 
Nations of effective machinery for remedying international 
conditions which might lead to war. 

As there is not time before the congress to organize 
a meeting, a statement embodying the above points is 
being circulated to selected members of the profession, 
and has been signed, among others, by Professor W. 
Le Gros Clark, Mr. W. McAdam Eccles, Professor D. T. 
Harris, Mr. Somerville Hastings, Lord Moynihan, Lord 
Horder, Professor J. R. Marrack, and Sir Squire Sprigge. 

Would all those who are in agreement with this policy 
kindly communicate with me before September 4th at 
the address given, so that the doctors attending the 
congress may feel they have the support of a substantial 
number of their colleagues.—I am, etc., 

CECILE BooyseEn, 
Secretary of the Medical Peace 


12, Kent Terrace, Park Road, Campaign. 


N.W.1, Aug. 17th. 


Treatment of Pink Disease. 


Sir,—In the interesting comments on this subject in 
the Journal of August 8th (p. 289) your annotator 
while giving the reference to my paper of April this yer 
seems to confine his remarks to an earlier paper on this 
subject, published in the Archives of Disease in Childhood 
in February, 1933. In the earlier paper I put forward 
evidence that pointed towards pink disease being an 
abnormal reaction to daylight, and in view of the good 
results obtained by excluding the ultra-violet Tays b 
means of red glass windows, tentatively suggested that 
these were the rays to blame. However, as I reported 
in the later paper, in the hot summer of 1933 this treat. 
ment was not successful, six out of ten patients succumb- 
ing to the disease. In the following summer, when the 
next crop of the affection occurred, measures were taken 
to keep the patients cool by hydrotherapy, light clothing, 
the use of electric fans, etc. A high proportion of 
recoveries resulted, and I am continuing to obtain good 
results by this method of treatment. I have therefore 
come to the conclusion that heat sensitivity is of major 
importance in causing the condition, and keeping the 
patient cool forms an important part of the treatment, 
I still use red glass in the windows when possible, as 
this relieves the photophobia better than anything. 

Dr. Sweet, in addition to his use of ultra-violet light, 
keeps his patients lightly clad in a cool, well-ventilated 
room, and sponges them with tepid water twice daily. 
During the exposure to ultra-violet light he warms his 
patients by means of radiant heat, and this may have 
the effect of desensitizing them to heat, as is suggested 
by Duke for the treatment of heat-sensitive patients. 
So that when it comes to actual details it appears that 
Dr. Sweet's patients and my own have quite similar 
treatment, except that I do not administer ultra-violet 
light.—I am, etc., 


Leicester, Aug. 10th. J. Vernon BralTHwalrte, 


Treatment of Hallux Valgus and Rigidus 


Sir,—In your issue of August Ist (p. 218) a very excel- 
lent summary of the treatment of hallux valgus is given 
by Mr. T. P. McMurray, who states that excision of the 
base of the phalanx has many advantages over any other 
procedure, but he fails to point out the disadvantages: 


1. In most cases the toe is greatly shortened, and many 
remain permanently as cases of ‘‘ dangle-toe ’’ ; the shortening 
and the lack of power often have a bad psychological effect 
on the patient. 

2. Pain in the region of the head still persists, often owing 
to previous irritation of the cartilage on the dorsal aspect of 
the sesamoids below ; sometimes this cartilage is partly 
denuded. 

3. If the head is remoulded osteophytic formation may 
recur ; this may cause pain and later corn formation. 


My experience of Mayo’s operation has been most 
gratifying, but I always remove the head and enough of 
the shaft to avoid further pressure and irritation of the 
sesamoids. I aim at allowing the sesamoids to supply the 
cushioning effect of the excised head. ayo 
operation the foot appears normal to the patient, and is 
painless to walk on afterwards. As regards post-operative 
care, splinting is unnecessary, and walking should be 
encouraged when the wound is soundly healed. I am 
writing this in the hope that other orthopaedic surgeons 
will give us their views on this disabling condition.— 
I am, etc., 

J. McCutracu, M.D., F.R.CS., 
Surgeon, Grimsby and District Hospital. 
Grimsby, Aug. 10th. 


With Mayo's’ 
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Tuberculous Lesions in the Eye 

sir,—Thirty years ago in Australia, in my first 
book on tuberculosis (The Treatment of Consumption, 
Macmillan and Co., Pp. 86) I wrote of the pains regularly 
caused by injections of tuberculin | in _ Various organs, 
« joints and muscles ; less often pains in the neck and 
wen in the eyes.” I added: ‘‘ I forbear to suggest that 
there may be a local deposit to explain these pains.’ 
years after, in 1921, on a visit to my old friend Dawson 
Williams, I happened to see Liebermeister's great work 
(which I had already read) on his side table, and told 
y im that it was an outstanding book. He asked me to 
review it, and I did so about 1922. A year or two later 
{returned to Australia to attend the Intercolonial Medical 
Congress in Melbourne, 1923. My old friend Sir Richard 
Stawell asked me to write a paper for the Ophthalmo- 
logical Section, and I did so. In 1926 I wrote in my 
book, The Principles of Immunity in Tuberculosis (p. 40) 
on ‘tubercle bacilli inert within vessels,’ ‘‘ tubercle 
pacilli in blood and vessels,’’ and “ tuberculous lesions 
inthe eye.’ In 1926 I definitely referred to conjunctivitis 
iphlyctenular), iritis, and choroiditis as localized lesions 
due to tubercle bacilli. For twenty years and more I 
have definitely described phlyctenular conjunctiviti$ and 
keratitis as lesions caused by tubercle bacilli in situ, and 
in one striking instance diagnosed a case with bulging 
coxcomb-like excrescences. In all these cases I healed 
the lesions completely, at any rate with no recurrence for 
very many years, by means of large doses of tuberculin. 
Itis rather late in the day for Mr, Arnold Sorsby to draw 
attention to the high incidence of positive tuberculin 
reactions in phlyctenular ophthalmia. The diagnosis is 
nowadays a side issue, a foregone conclusion. The chief 
business is to cure these eye diseases in young people and 
children by means of tuberculin. In my experience tuber- 
culin never fails. The case with coxcomb-like excres- 
cences came from the Royal Westminster Ophthalmic 
Hospital, and baffled the eye experts. 

It is pathetic to read of belated, extensive, and expen- 
sive investigations by the Mantoux test, which is not a 
very satisfactory test because it cannot tell us where the 
local deposit of tubercle bacilli exists ; and as treatment 
‘is more important than diagnosis, all cases yielding a 
positive Mantoux reaction should be tested with sub- 
cutaneous doses to prove by allergic evidence in the form 
of focal reactions the site of the lesion, and then of 
course treated with tuberculin. In all tuberculous lesions 
of the eye tuberculin treatment in the hands of an expert 
laves nothing to be desired. Anyone who will carefully 
} read Tuberculin : Its Vindication by Technique, will see 
why I urge specific treatment by experts in all the cases 
of tuberculosis of the eye which are due to localized 
deposits of tubercle bacilli in various areas caused origin- 
ally by haematogenous metastasis in the secondary stage. 

The discussion in the Ophthalmological Section of the 
British Medical Association at Oxford discloses only old- 
;fishioned ideas of th nature of this disease and a lack 
| of specific methods of diagnosis and treatment, which 
must be corrected in accordance with the advance of 
Inowledge. I would appeal specially to the younger 
ophthalmologists. At my tuberculin clinic, 11, Notting- 
lam Place, W., on Monday afternoons, from 2 to 4, I 
already to welcome any who wish to see for themselves 
the objective evidence, which must convince all open- 
mnded searchers after truth, that the only way to deal 
mth all forms of tuberculosis of the eye is the way of 
“lence, which, under the inspiration and encouragement 
of my friend and teacher Professor Koch, I have 
tudiously followed since the year 1891.—I am, etc., 

W. Camac Wirkinson, M.D.Lond. 
Viginia Water, Aug. 12th. 


British Spas 


Sir,—Having recently visited the two Scottish spas, 
Strathpeffer and Bridge of Allan, on behalf of the British 
Health Resorts Association, it might not be out of place 
at this time of the year to draw attention to the advan- 
tages of these and our other spas both as centres for 
medical treatment and as beauty spots worthy of a visit. 
Whether due to the supposed superiority of foreign spas 
or to the increased facilities obtainable at or near patients’ 
homes, or simply to the fact that people have become 
less ‘‘ spa-minded,’’ these and other health resorts do 
not appear to be receiving the support they obtained in 
pre-wer years. For some years much greater attention 
has been paid to the value of physical methods of treat- 
ment in certain diseases, and there can be no question 
that in some cases these methods offer the best chance 
of success. One of the great advantages of the spas is 
that they are specially equipped, to administer all these 
forms of treatment under the supervision of physicians 
who have given these questions special study, and who 
have the help of a well-trained staff. In dealing with 
rheumatic and other conditions, and some cutaneous 
diseases such as psoriasis and chronic eczema, for which 
hydrological methods are indicated, British spas possess, 
in addition to their natural waters, the advantages of 
greater accessibility and the attendance of English-speak- 
ing doctors not always to be found at Continental resorts. 
—I am, etc., 


London, W.1, Aug. 12th. Ernest Dore. 


The Problem of Suicide 


S1r,—My attention has been drawn to the fact that in 
an abridged lecture on ‘‘ The Problem of Suicide,’’ which 
you published in your columns on March 28th, the great 
bulk of my information was evidently obtained from a 
book entitled To Be or Not to Be, by Dr. Louis Dublin 
and Miss Bunzel. Very generous acknowledgement should 
have been made at the time to the authors of this impor- 
tant monograph, and I much regret the omission. How- 
ever, at this late hour, I can frankly avow my indebted- 
ness and deplore the tardiness of such an acknowledge- 
ment.—I am, etc., 

London, W.1, Aug. 13th. C. Stanrorp Reap. 


The Ethics and Common Sense of 
“Voluntary Euthanasia” 


S1r,—At a meeting held in London in December, 1935, 
the subject. of voluntary euthanasia was brought forward by 
Lord Moynihan as president of the Voluntary Euthanasia 
Legalization Society, and has since been debated in the 
correspondence columns of the British Medical Journal.' 
From its clinical relevance the subject caught my atten- 
tion. Its philosophic and social interest led me to give 
exactness to my vague thoughts and to write them down: 
the fact that I am unable to find any examination of 
the matter by the inductive method proper to the solu- 
tion of problems encountered in the scientific practice of 
medicine—of which this is certainly one—induces me to 
submit the result as a minor contribution toward the 
construction of a stable edifice of experience and thought. 

The result seems to me to support a thesis that the 
acceptance of ‘‘ voluntary euthanasia ’’ as a rational, a 
humane, and an ethical procedure should be a matter 
of debate not as to its propriety but rather as to when 
and how it should be introduced into official medical 
practice. The following cases are chosen as summing-up 
the general trend of my personal experiences. 


British Medical Journal, 1935, ii, 856, 926, 975, 1052, 1168, 1181, 
1233, 1281. 
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Case 1.—Many years ago, in the early phase of my practice, 
I conceived it my duty, as it was also the intense desire of 
the patient and of her relations, to begin the injection of 
morphia in a long-standing case of renal and cardiac insuffici- 
ency in which no form of treatment known to me had been 
effective in preventing very great suffering and distress, and 
the inevitable end was obviously only a matter of time. The 
initial result was all that could be desired ; but as time went 
on and the patient lingered the dose had to be increased and 
gradually ceased to relieve. She begged for larger and larger 
and ultimately for enormous doses. Her character deterior- 
ated ; and from being an honoured friend of the family I 
became regarded as a destroyer of peace and sanity, and the 
end was tragic for all concerned. 


This was my first experience of the two-edged nature 
of morphia when used as a therapeutic agent in the relief 
of a painful and lingering illness. It was not, as my 
memory sadly tells me, the last. 


Case 2.—An intelligent and highly accomplished lady of 40 
or thereabouts, mother of a boy and a girl, had contracted 
tuberculosis. Climate, care, and constitution greatly pro- 
longed the course of the disease. She loathed the social 
ostracism imposed by an open and obvious infection, and the 
associated manipulations and subterfuges, but carried them 
out for conscience’ sake. But her boy contracted tuberculous 
meningitis and died. She herself developed a crippling and 
painful generalized arthritis, with tremors and extreme 
muscular weakness. But she could get about and enjoy a 
game of bridge; and though ‘‘ the grassshopper became a 
burden and desire failed’’ she was part of the scheme of 
things. Then at about 50 she sustained an intracapsular frac- 
ture of the femur. Almost bedridden before, she now required 
skilled care night and day. The tuberculous condition ad- 
vanced but slowly, the rheumatoid more rapidly, so that she 


could hardly grasp with either hand. She was, and she 
knew it, a drag on the family and a burden to herself. She 


could not sleep without the help of drugs. But she retained 
fully her intellect—and her sense of humour. And one day 
by an excellent piece of strategy she obtained the veronal 
bottle and in the absence of her attendant took a dose 
admirably adapted to be lethal, though not so as to make 
intention too obvious. 

I was called in for her ‘‘coma,’’ the cause of which was 
detected. I had not a stomach pump with me, nor should 
I have used it if I had. The nurse was sent out for I know 
not what placebo ; the daughter knew only that her mother 
was now dying. After her death the husband, a man of 
high character and sense of duty, referred to the ‘‘ necessary ”’ 
inquest. I told him that he could do what he wished, but 
that for my part I proposed to certify the death as from 
tuberculosis and that I would strongly resent any inquiry as 
a reflection on my professional judgement. I am happy in 
the certainty that my old friend, as she administered to her- 
self the euthanasia that she desired and deserved, would know 
that I would not fail her in her death as I had not in her life. 


‘ ” 


The lesson of this case, as it presents to me, is that 
morally the right of society over the individual in respect 
of his own living or dying is limited. In the Journal of 
December 28th, 1935 (p. 1281), Dr. Gilbert Chubb struck 
some shrewd blows on the side of the angels and ortho- 
doxy which embody the general trend of the opposition. 
I quote the following : 

‘‘To judge from your report of the inaugural meeting of 
the society for the promotion of voluntary euthanasia there 
is some danger of the main objection to their proposals being 
overlooked. At the present time our attitude on this subject 
is admirably summed up in the command “ Thou shalt not 
kill.’’ 

Byt pace Dr. Chubb and those who think with him I 
contend that we do assume the right under certain cir- 
cumstances to kill ; nor do we thereby necessarily trans- 
gress the moral law which he invokes. Both in the 
Hebrew and in the Greek texts of Holy Scripture the sense 
of the original implies at least a mens rea in the motive 
for the killing that is there prohibited. And only the 
evident sincerity of Dr. Chubb’s letter can excuse his 
failure to take account of the fact that in war killing on 
a vast scale is permitted for purposes infinitely less justi- 
fiable as a rule than this for which also social approval is 


sought. The common outlook on the matter of dak — 
(it seems to me) subjective and egocentric to the dest | *5 
of selfishness. The indecency with which we ge” | poli 
against the dearest and most proper wish of the dying may “2 
to drag on to a sordid and unnatural ending a Less of J 
which should at the best be as natural as birth i prof 
worst not wholly divorced from hope and desire ba eny 


always to me been repugnant—unnatural, alien to $i san 
The conduct of the death scene is like adieuing a t 
friend who departs over-seas by some great liner, Everyons ¥ 


wishes it over. And nowadays we make qa 
pretty endpoint to the event, for we hold our Pau left 
us so long as we may by gay but fragile streamers ; then fess 
the last frail ribbon snaps, the silver cord igs looseq: o & 
our friend is gone and we turn home. The general time | “iat 
of departure is decreed, but the immediate parting has q . the 
voluntary and self-designed ending, an end which js, mat 
beginning, for it is also the birth of the hope and faith — the 
of reunion, grov 
“ Rest after toil, port after stormy seas, may 
Ease after pain, death after life do greatly please.” Iw 


For the thesis that self-immolation may be wholly ad- + exer 
mirable we have authority, human and Divine, and Many al 
notable examples ; and if there be, in reason or in ethic 
any inherent difference between the acceptance, for a. 
seemly and proper purpose, of death at the hands of an 
enemy, and of one’s friend or trusted adviser, it would 
be difficult to argue the superior virtue of the former, In 
the great war its propriety on circumstance was un- 
questioned. The right of the individual to choose between ; 
immediate and prolonged euthanasia is as inherent and 
as proper as his right of choice in respect to acceptance We 
of a dangerous or experimental operation that offers relief— Lon 
or euthanasia. The difference is one of degree, not of phy 
kind. For assuredly the initiation, in an incurable and yea 
painful illness, of morphia life is simply a prolonged in- 5 
stead of an immediate ‘‘ euthanasia.”’ | 

I would myself instance as sometimes suitable for this , at 
privilege and social concession such conditions as malig. — 
nant disease of the uterus, jaws, and bladder, certain | Ha 
forms of cardiac and renal disease, of tuberculosis, of ™ 
disease of the brain, and senile decay. I cannot thol 
visualize under present conditions the application og | 
euthanasia for the ‘‘ insane ’’ as an accepted alternativ 1 1 
to asylum life, since the power of personal decision is lack af } 
ing, and prognosis may be uncertain. 3 

The method of procedure is obvious—an ordinary med. | gi 
cal consultation in which the patient participates. 4 
decision in favour having been made and approved b d 
duly appointed authority—the procedure having “\° 
ordinary professional safeguards as to  secrecy—th’ | 
patient decides the time, manner, and means of hi 
passing. Legally it is suicide with the approval of societé nd 
and manslaughter with the approbation of the slaughtered t | 
Socially it is an attempt to make science humane and | to { 
‘humanity ’’ scientific. Morally it is an endeavour to ' cop 
interpret the mystery of the Divine will in respect of 
disease and decay and death in terms of intellect rather, Ros 
than of emotion. 

It is certain that the number of cases would be few. 
But in this it may be compared with our Australian Aerial’ 
Inland Medical Service: when it is needed it is needed very * 
badly ; and it is a great comfort to feel that it is avail | Ssth 
able in our extremity.—I am, etc., aF 

A. G. Butter, M.B., B.Ch.Camb. B 


Ur 


Duntroon, Canberra, F.C.T., Curl 
Australia. Hos 
phy 

Civil Rights of Experts | Boc 


Sir,—While there is little evidence that members of He 
the medical profession are more attentive to the adminis: | Gree 
trative lawlessness which the Lord Chief Justice stg Lon 
matized in The New Despotism than his examples show, cal 
them to have been formerly, may I suggest that a strict as ¢ 
watch be kept for the spread to British institutions of He 
such restrictive edicts of bureaucracy as are now common Med 
in some other parts of the Empire. : : 
year the University of Brisbane indicated that its policy 
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| was to strip the members of its W. S. MALCOLM, M.D. 

gree political rights but the right to prom ‘the University Electrocardiographer. Dundee Royal Infirmary 

Ve, chosen (OT mischosen) by someone else. hoo? We regret to announce the death of Dr. W. S. Malcolm, 
man, Jaide now follows suit by determining that “ no 

aces of Adelai Parliament or become member of extra-physician and medical officer in charge of the 
dat | professor shall anliertinkoe yc or shall he (without the electrocardiographic department at the Royal Infirmary, 
hay association ; deli Dundee. He was taken ill while attending a patient in 
ine  canction of the council) give private instruction or deliver hi Iti in Nel Street. Dend A 

is consulting room in Nelson Street, Dundee, on August 
me's Jectures to persons not being students of the university. ‘ated: thor 

yon: Misrepresentation of the people in Pariiaments may be s ‘ 


anl eft safely in the hands of other professionals than pro- 


d to fessors, no doubt ; but may I suggest that it is worthy 
then of even medical attention that the right of political asso- 
ed ; | ciation is a fundamental right of a democracy, and that 
time the complementary right of expression of opinion on 
S| matters affecting (as all public matters do) the life of 
sith the individual is as fundamental. Apologists for the 


growing tendency towards the infringement of civil rights 
_ may say that a wise council would sanction wise courses. 

J would reply gently that a right is not a right when its 
ad. : exercise is subject to the sanction of anybody at all.— 


any I am, etc., Tupor Jones, D.Sc., M.B., Ch.B. 


thic, | University of Liverpool, Aug. 13th. 

f an 

Obituary 


ed SYDNEY W. CURL, M.D., F.R.C.P. 

Physician, Essex County Hospital, Colchester 
We regret to announce the death on August 13th, in 
' London, of Dr. Sydney Curl of Colchester, who had been 
physician to the Essex County Hospital for over thirty 
and years. 
Sydney Walter Curl, son of Jacob Curl of Norwich, 
was born in that city in 1874, and from Norfolk County 
' School went to Downing College, Cambridge, in 1893. 
Having graduated B.A. in the Natural Sciences Tripos 
in 1896, he continued his medical studies at St. Bar- 
tholomew’s Hospital, taking the English conjoint diplomas 
in 1899 and the M.A., M.B., B.Ch. degrees of Cambridge 
1 the following year. He then held the appointments 
f house-physician to the West London Hospital and the 
| fospital for Sick Children, Great Ormond Street ; assistant 
sident medical officer to the Ventnor Consumption 
ib fospital ; clinical assistant at Great Ormond Street ; 


tb , id pathologist and bacteriologist to the North-Eastern 
_th: | lospital for Children, Hackney (now the Queen’s Hos- 
+ hy ital for Children). Fie obtained the M.R.C.P. in 1903 
ciete ond the M.D. in 1905, and then began private practice 
ere t Colchester, where he was soon appointed physician 


and | to the Essex County Hospital and became known as a 
it tO’ consultant over a wide area in Essex and Suffolk. In 
ct of | 1906 he was chosen as Arris and Gale Lecturer by the 
or | Royal College of Surgeons of England. On the outbreak 
w,| & war he was a medical officer on the @ la suite staff 
serial | Of the Ist Eastern General Hospital, Cambridge, and he 
very | Served for some time with the rank of captain in the 
yvail- | 55th General Hospital in France. In 1918 he was elected 
a Fellow of the Royal College of Physicians of London. 
nb. Besides his hospital and private work in Colchester Dr. 
| Curl was medical referee for the Ventnor Consumption 
Hospital and for the Benenden Sanatorium, and consulting 
physician to the cottage hospitals at Clacton-on-Sea and 
| Bocking and to the Royal Eastern Counties Institution. 
ts of He was a member of the Association of Physicians of 
ninis | Great Britain, and a past vice-president of the West 
stig: London Medico-Chirurgical Society. In the British Medi- 
show cal Association, which he joined in 1905, he held office 
strict, a chairman of the North-East Essex Division in 1923-4, 
ps of/ He had contributed a number of papers to the British 
amon} Medical Journal and the Lancet, mainly on pulmonary 
esent| disease, and his study on contralateral signs in gunshot 
policy; Wounds of the chest appeared in the Quarterly Journal 
of Medicine soon after the war. 


William Stevenson Malcolm was born in Perthshire at 
Blairgowrie in 1871, the son of John Malcolm, and was 
educated at Daniel Stewart’s College and the University 
of Edinburgh, where he graduated M.B., C.M. in 1895, 
and proceeded M.D. in 1914. He had held the post of 
junior demonstrator in pathology at the University of 
Edinburgh, and became in turn house-surgeon, house- 
physician, and district medical officer at the Dundee Royal 
Infirmary. He then went to sea as surgeon to the Ocean 
Steamship Company, and on his return was given the posts 
of clinical tutor in medicine at St. Andrews University and 
medical tutor at University College, Dundee. After the war 
Dr. Malcolm served as cardiologist and medical specialist 
to the Ministry of Pensions, and was appninted assistant 
physician to the Dundee Royal Infirmary. Increasing 
attention to cardiology resulted in 1924 in his appoint- 
ment to the charge of the electrocardiograph at the 
Royal Infirmary, and in 1930 he was made extra-physician 
for this department. In an appreciation forwarded by the 
medical superintendent, the directors of the hospital say: 
“ His pioneer work in this particular department of medi- 
cine has been marked by care, precision, and devotion to 
duty, and the advice he gave in the diagnosis and treat- 
ment of circulatory disorders was highly valued by his 
colleagues.’’ During the past year or two he had been an 
examiner for the General Nursing Council for Scotland. 
His contributions to the British Medical Journal included 
a report on beri-beri cases on board ship in 1899 ; papers 
on the early administration of vaccine in pneumonia and 
on vaccine in mediastinal actinomycosis ; and in more 
recent years a paper on right branch bundle block, and 
(with Mr. N. G. Lethlean) on the electrocardiograph and 
alternating current interference. 

Dr. Malcolm was an active member of the Forfarshire 
Medical Association and joined the British Medical Asso- 
ciation in 1899. ‘‘ R.C. B.’’ writes: Dr. Malcolm’s 
specialism found a broad basis in the general practice 
which he combined with it throughout. He had shared 
fully in the activities of the recent Oxford Meeting of 
the B.M.A., and his unanticipated death was a great shock 
to his colleagues. He is survived by his widow, a son 
now studying medicine, and a daughter, to whom our 
sympathy in their loss is conveyed. 


We announce with regret the death of Dr. RicHarp 
JaMEs WaAarRRINGTON, at his home in Crawshawbooth, 
Rossendale, Lancashire, on July 16th. Dr. Warrington 
gained the M.R.C.S., L.R.C.P. diploma in 1895, after 
studying at Owens College, Manchester, graduating M.B. 
of London University in 1897 and proceeding to the M.D. 
in 1900. He held resident posts at the Wolverhampton 
Hospital, on the medical side at the Manchester Royal 
Infirmary, and was for some time resident medical officer 
to St. Mary’s Hospitals, Manchester. Thirty-five years 
ago he settled in Crawshawbooth, and from that time 
until his sudden and untimely death at the age of 65 
he was in active general practice there. He was public 
vaccinator to the Rawtenstall western district, had been 
honorary surgeon to the local St. John Ambulance Corps 
for over thirty years, and did much local work in the 
Methodist Church. He had been a member of the British 
Medical Association for some twenty-five years. Dr. 
Warrington was essentially the family physician, the type 
of general practitioner whom most of his patients counted 
a friend. 
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Dr. ALFRED PRoBuS TRINDER died in a nursing home 
on August 2nd at the age of 78. Dr. Trinder, who had 
been retired for some years, took the M.R.C.S. and 
L.R.C.P. diplomas in 1883 after studying at St. Bar- 
tholomew’s, where he became house-surgeon for a short 
time before going out to Africa. There he had been civil 
medical ojflicer to the South African Field Force, and 
district surgeon in Boshof, Orange Colony, and Volksrust, 
Transvaal, before returning to this country. Since his 
retirement Dr. Trinder lived at Parkstone, Dorset, and 
he had been an active member of the Reading Patho- 
logical Society. His membership of the British Medical 
Association extended over nearly fifty years, and he acted 
as the representative of the East Cornwall Division of the 
Association at the Annual Representative Meetings held 
at Aberdeen in 1914 and in London during the war years 
1915-17. 


Dr. STEPHEN EDWARD BaxTER died on August 6th very 
suddenly while on holiday at Eastbourne. After qualify- 
ing M.R.C.S., L.R.C.P. from St. Thomas’s Hospital, he 
practised at Wollaston, Northamptonshire, for thirty- 
seven years, and during that time was closely identified 
with the medical and public life of the county. He was 
chairman of the Northamptonshire Panel and Medical 
Committee from its inception in July, 1912, up to his 
death. For some time he was a member of the North- 
amptonshire Insurance Committee, and for twenty-five 
years a member of the Medical Service Subcommittee. 
Dr. Baxter joined the British Medical Association in 
1900, and in 1924-5 was President of the Branch com- 
prising Northants, Beds, and Bucks. He had also been 
a member of the Representative Body of the Association 
on six occasions. In 1918 he was elected a member of 
the County Council, and was returned unopposed until his 
retirement from the Council in 1928. During his term 
of office he was Conservative Whip for eight years, and 
served on the Public Health, Berrywood Mental Hospital, 
Mental Defectives, Blind, and Selection Committees. He 
was also the first chairman of the committee of the 
Rushden House Tuberculosis Sanatorium. In addition to 
his services to the county in the spheres of medicine and 
local government, he acted as vice-chairman of the Ruri- 
decanal Conference, and as a member of the Peterborough 
Diocesan Conference. In the political sphere he was a 
vice-president of the Wellingborough Divisional Conserva- 
tive Association and Ruling Councillor of the Wollaston 
Habitation of the Primrose League. 


We announce with regret the death on August 3rd of 
Dr. Howarp Barciay Dr. Billups was a student 
at Oxford and St. Thomas’s Hospital, and graduated M.B., 
B.Ch. in 1907, taking in the same year the English 
conjoint diplomas. At St. Thomas’s he was clinical 
assistant in the electrical and x-ray department, and later 
in the department for diseases of the skin. During the 
war he served with the French Red Cross in 1915, and 
from 1916 to 1919 was a captain in the Royal Army 
Medical Corps. He contributed a note on defective 
nipples to this Journal in 1910, and had done some work 
on the relation of the Englisa to metric systems of 
measurement. After the war Dr. Billups practised in 
Sandown, Isle of Wight, and was chairman of the local 
Division of the British Medical Association in the year 
1925-6. He was the last surviving son of the late 
Christopher Smith Billups of Chatteris. 


The following well-known foreign medical men have 
recently died: Professor EMIL1Io RESPIGHI, an eminent 
dermatologist of Milan, who described porokeratosis mibelli 
independently under the name of a hitherto undescribed 
hyperkeratosis in 1893 ; Dr. WILHELM voN Voss, director 
of the ear and throat clinic at Karlsruhe ; Professor 
Lupomit Korczynxt of Cracow, president of the Polish 
Balneological Society ; and Professor HUGO SCHOTTMULLER 
of Hambrrg, at the age of 69. 


Medico-Legal 


A MURDER CONVICTION QUASHED 
APPEAL FROM CEYLON SUPREME Court 


The Judicial Committee of the Privy Council gave, | 
July 29th, an important judgement, which illustrated te 
principles which govern the ‘* Board ’’ (as the committ 
is called) in reviewing the decision of a judge and ju ‘ 

On June 14th, 1934, in the Supreme Court of Ce en 
Mr. Stephen Seneviratne, after a trial lasting twenty-og 
days, was sentenced to death for the murder of his wile 
the jury having found him guilty by a majority of five 
to two. This sentence was commuted fo rigorous im. 
prisonment for life. He appealed to the Council oy 
several grounds: that a very large amount of hearsa 
evidence was admitted ; that the judge directed the jury 
wrongly on the burden of proof and put undue pressure 
on them in his summing-up ; and that after the evidence 
was concluded the hearing was reopened at his house 
where his wife died, in an entirely irregular and illegal 
manner. 


Summary of Evidence 


Mr. Seneviratne is a barrister and a graduate of Cambridge, 
He married his cousin in 1923. They had one child called 
Terence, who was 9 years old at the time of. the wife’s death 
on Sunday, October 15th, 1933. For some years the couple 
had lived unhappily, and during the previous year the wife 
had more than once threatened to kill herself. During quarrels 
she would shut herself in her room and refuse food. Some 
six weeks before her death she had discussed suicide by chloro- 
form. The husband, though he not infrequently quarrelled 
with his wife and was not attentive to her wishes, ‘had never 
been seen to threaten her with physical violence. On the day 
before her death a quarrel took place, and the husband said 
afterwards that his wife had told him that he would repent 
his action. 

Duff House, where the couple lived, was one-storied ; the 
wife slept in one room with her personal servant Alpina, and 
in an adjoining room Terence slept with his nurse Mabel. 
These rooms made a self-contained suite, and at night were 
locked off from the rest of the house. The husband slept on 
the other side of the bungalow, and his most direct way to 
his wife’s room was by the back veranda. Banda, a male 
servant, said that on the day of the death he rose at 6 a.m., 
and found the doors closed as he had left them the night 
before. Alpina said that the wife wakened her twice in the 
night, and that when she finally woke at six o’clock she saw 
the wife asleep, and a little later that she had turned over 
on her side and was awake. Fifteen or twenty minutes after- 
wards Seelas, a servant boy, and Perera, the chauffeur, came 
and told her that her mistress wanted her. She and Seelas 
then found the wife lying across the bed with her head towards 
the wall at one side and her feet and legs hanging out over, 
the other; as she entered the room she saw the husband 
coming in from the child’s nursery, and noticed a “‘ poisonous; 
and oily ’’ smell. The husband, she said, went to the bed 
and started to fan his wife with a book ; he sent Alpina for 
brandy and hot-water bottles and attempted artificial respira- 
tion. She saw a small green smelling-salts bottle, empty with 
the stopper out, on a teapoy where the wife kept her books. 
She also saw a large handkerchief on the bed near the wife's 
right hand, and put it on the dressing-table with some soiled | 
linen. The nurse Mabel said that she got up at six and went 
to church about 6.30, after seeing the wife lying in bed with 
her hand to her head. Seelas said that he got up at six, and 
saw the husband and another servant boy, Martin, feeding the 
fowls on the back veranda. A little later he heard some noise, 
not very loud, coming from the direction of the wife’s room, 
and thereupon went and told Alpina. It was not possible for 
the husband to go to the wife’s room without being seen by 


single 
perso. 
quire 
sing a 


him. Banda said that he was sweeping the veranda when the 
husband came out and told him to take two Sunday papers 
that morning, and if the husband had gone to his wife's room 
he must have seen him go. Martin said that he was feeding 
the fowls when the husband came from his room along th 


back veranda and found fault with him just before Alpina 
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RNAL 
ae d Seelas went to the wife’s room. The learned judge treated 
4 obvious that the evidence of these witnesses, if believed, 
ae it impossible to suppose that the husband was with the 
a hes she cried out. The husband himself said that he 
ag on the veranda by the chicken-run when he heard a groan. 
we thoaght that Terence had got his head stuck in the rails 
“this cot and went to the child’s room. 

2, on Formalin was injected into the body. It was buried on 
d thy October 16th, but the brother moved the authorities to 
nittes | inquiry and it was exhumed and a necropsy held on November 
y. nth. Aspirin was not found in the body and there was no 


ylon,} marks except on the face, and it became common ground 
y-On that these were probably caused by chloroform. 

wife, 

five The Medical Evidence 

q ge Dr. S. C. Paul, F.R.C.S., the family medical attendant, 


arsay) said that when he arrived at 7.30 a.m. the husband left the 
jury} room. He thought that Mrs. Seneviratne had probably been 
ssure} dead since about 6.30. He found a bottle containing nine 
lence} aspirin tablets, and the husband told him that he had given 
ouse | his wife the bottle of aspirin nearly full the night before. 
legal When full it would have held 25 tablets. He noticed some 
marks on the face of the wife which he thought were due to 
rubbing with brandy and applying hot bottles, and then consid- 
ered that the cause of death was an overdose of aspirin. He 
ridge, | telephoned to the coroner, the police, and the wife’s brother, 
called} but when the coroner and police said they did not propose to 
death| take proceedings he certified death as being due to heart 
‘Ouple} failure. She had had some symptoms of diabetes and also 
. wife tinea nigrantes of the face, neck, and body. The marks had 
arrels, consisted of a slight discoloration of the face on the right 
Some! side, including the lips and the skin just below them, but not 
hloro-| the chin, the tip of the nose, or the eyelids. The face was 
telled} placid, the eyes were not protruding, there were no injuries 
never} to the tongue, no pallor, no lividity of the nails, finger-tips, or 
e day} lips. He did not then think of chloroform. At the necropsy 
1 said] which he attended, the marks were more visible on both sides 
epent} of the face and he did not then doubt that the death was due 
to chloroform. Burns, in his experience, might be caused by 
: the} chloroform without pressure. If she had committed suicide 
, and} by means of a handkerchief saturated with chloroform she 
fabel,| would, he thought, have died within two or three minutes, 
were} Whether it had remained on her face or not, and in ten 
pt on} minutes in that climate the smell would have gone. He 
ay to} agreed with several statements in the textbooks on the great 
male} difficulty of forcibly killing a person with chloroform and 
a.m.,| Patticularly with a statement in Webster at p. 706: ‘‘ It is 
night/ Probable, however, that no authentic case is on record in 
n the| Which chloroform has been successfully used on a sleeping 
e saw; Person for criminal purposes. Cases of suicide by inhalation 
over} ate rare, though some are reported.’’ The wife was a robust 
after-) Woman; he thought she died from syncope and not from 
came} @phyxia. Dr. Paul’s son, also a medical man, said that he 
Seelas} thought there had been no violence. 

wards| Dr. W. C. Hill considered that death was due to asphyxia, 
: over; possibly with secondary syncope. The marks on the face 
sband| were, he thought, consistent with burns from chloroform. Dr. 
onous ' G. Cook, who had attended the wife at her confinement, said 
e bed| that she was susceptible to chloroform. Dr. T. S. Nair 
na for} Strongly believed that death was due to asphyxia. He alone 
spira-| Of all the doctors said that there were signs of smothering, 
r with but added that he could only say that they were consistent 
pooks.| With smothering. He had looked for marks of violence but 
wife's }had not found them. Dr. J. S. de Silva, senior anaesthetist 
soiled | at the General Hospital, Colombo, thought that death had 
| went , been due to syncope caused by chloroform. He could not see 
1 with) how chloroform could be used for murder without touching 
c, and] the ridge of the nose and the sides of the nostrils, which were 
ng the} Not burned. Burning could take place with or without pres- 
noise, Sue. It was next to impossible to anaesthetize a person 
room,} Single-handed, and he would not attempt it on an unwilling 
ple for} Person. Mr. R. L. Spittel, F.R.C.S., considered that it re- 
en by} quired superhuman determination to commit suicide by pres- 
en the/ Siig a saturated handkerchief on the face, though such suicides 
papeny Were recorded. Dr. Karunaratne, a Government pathologist, 
3 room attnbuted death to respiratory failure associated with second- 
eeding ary syncope. He thought that the deceased would have 
ng thd struggled if chloroform had been administered against her will, 
Alpina id that there would be bruises and scratches ; on the other 


hand he thought that homicide was more probable than 
suicide, because a would-be suicide by unconscious action 
would take off the handkerchief. 


The Summing-up 


Altogether fifty-two witnesses were called. The husband’s 
statement in the police court was put in, but he did not 
elect to give evidence. After the witnesses had been heard 
the judge and jury, with the accused and counsel on both 
sides, went to Duff House, and the servant witnesses were 
questioned further and at length ; chloroform was poured on 
a handkerchief to see how long the smell would remain, and 
noises were made at one place to find how loud they would 
sound at another. The judge gave a long and careful charge 
to the jury in his summing-up. After discussing medical 
evidence he said: 


‘“ These problems are set by doctors. If you cannot make up your 
own mind from the doctors’ evidence, it is still your duty to come 
to a conclusion on your own observations in this case. Could the 
burns of that kind be caused by a mere handkerchief by putting 
it in that position, or must pressure have been used? If pressure 
was used, could not the lady herself have used pressure when 
she wanted to go off? Accused says in his statement that she 
was in the habit of inducing sleep by chloroform. ... Make up 
your mind one way or the other and see whether it corroborates 
the prosecution story or the case for the defence, whether it was 
suicide or death by misadventure.” 

The jury were absent for five hours. They found the 
accused guilty by the minimum majority of five to two, and 
one of the five recommended him to mercy. 


The Judgement 


Lord Roche, in delivering the judgement of the Board, the 
other members of which were Lord Maugham and Sir George 
Rankin, said that there was no uncertainty as to the prin- 
ciples upon which the Board acted in reviewing a criminal 
case. He quoted Lord Sumner’s judgement in Ibrahim v. 
The King Emperor, in which it was said that there must be 
some clear departure from the requirements of justice, or 
substantial or grave injustice must have been done by a 
disregard of the forms of legal process or by some violation 
of the principles of natura] justice, or otherwise. Mere mis- 
direction and even irregularity are not enough ; there must 
be something which in the particular case deprives the 
accused of the substance of a fair trial and the protection 
of the law, or which tends to divert the due and orderly 
administration of the law into a new course, which may be 
drawn into an evil precedent in future. After reviewing the 
evidence of the servants, his Lordship pointed out that the 
case for the prosecution depended upon the Crown being able 
to displace this evidence. The Crown had therefore called 
relatives who had gone to the house on the day of the 
death and afterwards, and had had conversations with the 
servants. The law of Ceylon allows proof of witnesses’ pre- 
vious statements to contradict their testimony, and a very 
considerable body of evidence had been given, consisting of 
oral statements said to have been made by servants in contra- 
diction of their evidence in favour of the husband. Much 
of this evidence had been uncertain and varying, and no 
servant seemed to have made any admission to correspond 
with it. At most, the evidence of alibi would be weakened 
or destroyed, and there would still remain proved circum- 
stances of improbability that the accused, with the child 
sleeping in the next room and a number of servants going 
about their ordinary work, had gone to his wife’s room and 
administered chloroform in such a way as to allow her com- 
pletely to alter her position in bed and to utter a cry and 
die immediately afterwards. If he did this and at the same 
time managed to leave the room and come back before 
Alpina reached it his movements were extraordinary. 

On a review of the summing-up as a whole, the Board did 
not find that it was calculated to bring before the minds 
of the jury the essentials of the case. These were, first, that 
the only evidence concerning the accused’s whereabouts at 
and just before the death was in his favour and, if it were 
disbelieved, there was no evidence that he had been in his 
wife’s room at the material time The second was the par- 
ticularly strong evidence which pointed to a tendency or 
inclination in the wife to commit suicide, and no tendency 
in the accused towards violence or murder had been even 
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suggested. Thirdly, the medical evidence was completely | to divert the administration of the law into a new 
ambiguous, and did not show any preponderance of opinion | which might be drawn into an evil precedent, ety 
among the doctors that the physical conditions apparent at 
the post-mortem examination were consistent only with the different 
hypothesis of suicide, or pointed clearly to it. The question | 6¢ the Board are not likely to he ancioal : € critic 
was not whether the jury was justified in preferring the | Court Nevertheless: the piieecinley laid ae an English 
opinions of the doctors who thought that the appearance judgement deserve meee will undoubted] wa this | 
pointed to external force rather than suicide, but whether ‘ices atheebinn of all Sailiah lawyers Th. Tecelve, the , The 
the medical evidence as a whole pointed so clearly to | Quan interesting for the disagreement Mf the ont ib 
homicide that the evidence of the servants that the accused wine wall Medical Lec 
was not in the wife’s room must be disbelieved. The Board of ect teal British so Bie tag and all but ong Lect 
did not consider that the jury were properly directed on this q ‘ Lect 
aspect of the case. The judge, it thought, should not —_—_—_ii,,, foo 
have invited the jury, on matters involving medical know- | 
ledge and skill, to come to a conclusion for themselves to The Services — 
which the medical men could not point the way with cer-— ———— | 
tainty or even with an approach to an agreement. It was 
apparent that this general tendency of the summing-up was EATING SERVICES 
to lead the jury to think that they might convict the CLE. RAMC, 
husband mainly, if not entirely, on the view they formed of agar 7g hes ot ey Colle big on March | The 
his conduct after the death. There were points against him | 445k the M.RC.S., L.R.C.P.Lond. in 19977 ‘After poe = course 
and in his favour, and the greater number were merely posts of house-surgeon at the Royal Infirmary, Manchester, fants! 


ambiguous. Even if suicide were found to be the cause of | and resident medical officer of the old Union Hospital at {28th ; 


death, he was in danger of incurring at least moral blame, 


Crumpsall, he went to South Africa as a civil surgeon, and , to 


and it was quite consistent with innocence of murder that | served as such from 1900 to 1902, taking part in operations  Septe 
he should prefer it to be thought that his wife died through | in Natal, the Transvaal, and Orange River Colony, was men: | able { 
misadventure. If there had been other evidence of weight, | tioned in dispatches ag ne gee Gazette of July 29th, | at Mi 
the jury might properly have taken these matters into a oe received the King's medal with two clasps. Aiter in opl 
re war he took a commission as lieutenant in the R.A.MC. |. 
account, but here there had been no direct evidence justity- on September Ist, 1902, received a brevet as lieutenant. pital, 
ing a conviction nor haben auy medical or any other circum- colonel on June 3rd, 1916, and retired on March Ist, 1999, anato 
stantial evidence to justify it; and to arrive at an adverse During the war of 1914-18 he was twice mentioned in dis- RC 
verdict on opinions as to the husband’s conduct was to patches, in the London Gazette of October 19th, 1916, and \days, 
act upon the merest scintilla of evidence and was imper- | August 21st, 1918. ‘Septet 
missible. It was not, remarked Lord Roche, for the Board either 
to interfere because its conclusions might differ from that of Lieut.-Colonel Frederick Arthur Lucas Hammond, Madras jcourse 
the jury, but on the evidence taken as a whole there were | Medical Service (ret.), died at Grayshott, Hants, on July | exami 
no grounds upon which any tribunal could legitimately infer Hammond, at Na 
wie Austell, and was educated at St. Edmund’s Hall, Oxford, 
ae Jury was that they could not sately Or properly Gnd any | ang at Charing Cross Hospital. He toon see 
other verdict than ‘‘ Not guilty,’’ and the Board therefore | [.R.C.P.Lond. in 1894, and later the M.R.C.P.Lond, and })th | 
advised His Majesty that the appeal should be allowed and | PD.P.H.Camb. in 1910, and the M.D.Durh. in 1921. After {Chest 
the conviction and sentence quashed. filling the posts of electrical assistant, resident medical officer, |8 p.m 
The judgement also dealt, although to do so was not | and medical registrar at Charing Cross Hospital, and of {bus o 
strictly necessary in view of the Board’s conclusion, with some | assistant house-surgeon at the Metropolitan Hospital, he | of Me 
of the other important matters raised. In the matter of | entered the I.M.S. as surgeon lieutenant on July 29th, 1896, The 
tha who bl being one of the last batch of medical officers admitted to the 
Bave evidence Favourable | oid Presidential Medical Services, became lieutenant-colonel 4 
to the husband were extensively cross-examined on their pre- | on January 29th, 1916, and retired on March 17th, 1919. Bedfoi 
vious statements, as is permitted by the law of Ceylon. Most of his service was put in in civil employ in Burma. He \Septer 
The Crown, however, had not seemed to question the good | served in the third China War, in 1900, receiving the medal (tions 
faith of Alpina, and evidence of previous statements made by | After retirement he became medical superintendent of the [namie 
her was given although she had not been cross-examined about | Douglas House Convalescent Home for Tuberculous Ex- Elms 
them. This, said the Board, was both undesirable and not | Setvice Men the res 
permitted by law. It was said that the reason was that the Royal Navy, strate 
prosecution | supposed that they were obliged to call every | and one daughter. extren 
available witness, even those on the list of the defence. The neuros 
Board could not approve of an idea that the prosecution Lieut.-Colonel Robert Knowles, Indian Medical Service, defect: 
must call witnesses irrespective of their number or their | died in Calcutta on August 3rd, aged 53. He was born on lecture 
reliability, or that they should discharge. the functions both October 30th, 1883, the son of the late Rev. J. Knowles of the 
of prosecution and of defence. If they did so, confusion was | of the London Missionary Society, and was educated at Mill medic: 
very likely to result, especially if the prosecution called | Hill School, at Downing College, Cambridge, Pig ~ of the 
witnesses and then proceeded to discredit them by cross- graduated B.A., with honours, in rt and ae Tavist 
examination. The jury had been warned more than once Hospital. After taking the M.R.C.S., L. Bie : be hel 
. 1907 he entered the I.M.S. as lieutenant on February Ist, at the 
that evidence of previous statements which a witness did 1908, becoming lieutenant-colonel on August Ist, 1927, His le 7 
not admit was not evidence of fact, but such a warning was | first four years were spent in military employ, after which he (excurs 
ineffective when the hearsay evidence was very extensive. joined the Research Department, being posted as Deputy Ing the 
The Board also criticized the judge for giving a direction | Director of the Pasteur Institute at Kasauli. In 1914 he therap 
was sent to Iraq, and served there for nearly two years, fractur 


that the accused had to explain the circumstances and that in 


being mentioned in dispatches in the London Gazette of April 


and tl 


the absence of cmpnention the ay inference was that he was 5th, 1916. In 1916 he became director of the Pasteur Insti- finteres 
guilty. This remark would, said Lord Roche, tend to lead tute at Shillong. When the Calcutta School of Tropical pecial 
the jury to suppose that, if anything was unexplained that | yfedicine was opened in 1920 he was appointed orgamizing esi 0 
they thought the accused could explain, they not only might | secretary and professor of protozoology. From 1922 to 1928 udi 

but must find him guilty. Concerning the proceedings at | he was editor of the Indian Medical Gazette. He was super | ‘ ng 
Duff House itself, one section of the Code of Criminal Pro- | intendent and senior physician of the Carmichael be - cade 
cedure provides for a view by the jury, and a section of the | Tropical Diseases. He became tag pone 1930. The 
Evidence Ordinance allows the judge to ask questions at any | Calcutta Branch of the British beg ompe e and Control ogical 


time of any witness. The proceedings at the house seemed 
to have been a combination of a view and a further hearing, 
with the introduction of some features permitted by neither 
procedure. The Board regarded such proceedings as tending 


He was the author of Malaria, of The 
(1927), and, with Lieut.-Colonel H. W. Acton, RTE 
Dysenteries of India (1928). Last year he received the C.1.. 
He married Mary Evelyn, daughter of Dr. W. Montgomery, 
and had three daughters. 
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lish KinG’s COLLEGE 

=| The following medical appointments have been made at 


| King’s College : 
i in Pharmacology : Dr. H. A. Dunlop ; Honorary 
| Physiology Dr. N. S. Plummer; Assistant 
= ee in Physiology : Dr. O. G. Edholm ; Demonstrator 

Dr. A. M. Murray ; Honorary Demonstrator in 
: Dr. F. McLellan. 


| 


Medical News 


rch | The Fellowship of Medicine announces the following 
and | -ourses: plastic surgery, September 16th and 17th ; in- 
ie fants’ diseases at Infants Hospital, September 2Ist to 
ea (98th ; proctology at the Gordon Hospital, September 28th 
to October 3rd ; chest diseases at Brompton Hospital, 
‘September 2ist to 28th. Week-end courses, specially suit- 
en- | able for the general practitioner, will be given in surgery 
ith, | at Miller General Hospital, September 19th and 20th, and 
iter |in ophthalmology at Royal Westminster Ophthalmic Hos- 
LC. pital, September 26th and 27th. A special course on 
int- | anatomy and physiology, in preparation for the Primary 
dis. (F-R.C.S. examination, will be given on Mondays, Tues- 
days, Wednesdays, and Thursdays, at 8 p.m., from 
‘September 14th to October 22nd ; candidates may attend 
either anatomy or physiology, or both. The following 
lras {courses have been arranged in preparation for the M.R.C.P. 
uly jexamination: clinical and pathological evening course 
the |gt National Temperance Hospital at 8 p.m., September 8th 
Of ltp 24th ; chest diseases at Brompton Hospital, Mondays, 
nt Tuesdays, Thursdays, and Fridays, at 5 p.m., September 
14th to October 9th ; heart and lung diseases at Royal 
fter ‘Chest Hospital, Mondays, Wednesdays, and Fridays, at 
cer, |8 p.m., September 2Ist to October 9th. Detailed sylla- 
of |bus of all courses can be obtained from the Fellowship 
he |of Medicine, 1, Wimpole Street, W.1. 


the | Zhe annual congress of the Chartered Society of Mas- 
yne] jsage and Medical Gymnastics will be held this year at the 
119. |Bedford College for Women, Regent’s Park, N.W.1, from 
He (September 21st to 25th, and the lectures and demonstra- 
dal = are free to medical practitioners, to whom cards of 

‘admission will be forwarded on request. Mr. R. C. 
EX- ‘Elmslie, F.R.C.S., will deliver the Founders’ Lecture on 


fe. the restoration of function ; Dr. J. B. Mennell will demon- 
vy, (strate his film on manipul: tions of the joints of the upper 


extremity ; Dr. Emanuel Miller will speak on the psycho- 
neuroses Of childhood, with special reference to postural 
ice, (defects ; and Professor Samson Wright will give a lantern 
on lecture on posture and movement. A detailed programme 
vies ‘of these and the other lecture-demonstrations of special 
medical interest may be obtained free from the secretary 
he |of the society at its offices in Tavistock House (North), 
|Tavistock Square, W.C.1. Various practical classes will 
st, beheld. The annual dinner of the society will take place 
His @t the Café Royal, Regent Street, on September 23rd, and 
he (€xcursions for members and delegates have been arranged 
uty 10 the Peckham Pioneer Health Centre, the new physio- 
‘therapy department at the Middlesex Hospital, and the 
ars, fracture clinics at St. Stephen’s Hospital, Fulham Road, 
pril and the Dulwich Hospital. In view of the increased 
 fiterest now taken in physical development and training, 
‘ing pecial attention will be paid during the congress to prob- 
99g fms of posture, prophylactic and remedial breathing (in- 
per luding asthma), and the more recent advances in short- 
for Wave therapy, massage, and therapeutic gymnastics. 
"\ The thirteenth Congress of the German Pharmaco- 
trol fOSAl Association will be held at the Physiological 
The Pustitute, Friedrichstrasse 24, Giessen, from September 
LE. jst to Sth. For details of the discussions and informa- 
ery, f!0n about the special arrangements made for excursions 
ind the accommodation available for those attending the 
Meetings and the ladies accompanying them, application 


may be made to the congress office, which is situated 
in the Pharmacological Institute, Gaffkystrasse 7, 
Giessen. 


The Dutch Congress of Public Health will be held at 
the Hague on October 2nd and 3rd, under the presidency 
of Dr. N. M. Josephus Jutta. Further information can 
be obtained from the general secretary, Professor C. F. 
van Oyen, Biltstraat, 166, Utrecht. 


The main subject of debate at the meeting of the 
German Pathological Society on September 27th to 29th 
in Breslau will be spontaneous haemorrhages in the brains 
of human beings. 

The King has confirmed the appointment of Dr. Adam 
Rankine, M.C., to be a nominated official member of the 
Legislative Council of Trinidad and Tobago. 


With the approval of the Minister of Health, the Board 
of Control has appointed Mr. J. C. Rawlinson and Mr. 
H. R. Green (barristers-at-law) to be Commissioners. 


The Morning Post, on August Ist, published an article 
by Sir John Lynn-Thomas, F.R.C.S., on Edward Williams 
(1745-1826), who became known as ‘‘ the Welsh Shake- 
speare ’’’ in the nineteenth century. ‘‘ Iolo,’’ as he was 
called, was a great walker, and carried a wallet filled with 
rare manuscripts relating to ethnology of the Kymry 
and the secret writing of the bards. 


The issue of Gazetie des Hépitaux for July 29th is 
devoted to radiology in 1935. 


The issue of Deutsche medizinische Wochenschrift for 
August 7th contains five papers on the bacteriology and 
prophylaxis of diphtheria. 


The twenty-fourth annual report of the Journal of the 
American Medical Association on typhoid fever in the 
ninety-three cities of the United States with a population 
of more than 100,000 shows that the total of typhoid 
deaths was notably less in 1935 than in 1934 (385 as com- 
pared with 470). In six of the eight geographic divisions 
of the country there were fewer deaths in 1935 than in 
1934, slight increases occurring in the South Atlantic and 
the Mountain and Pacific groups. The rates ranged from 
0.49 for the New England States to 3.89 for the East 
South Central States. For the first time four of the 
eight groups registered rates below 1. 


The draft of a new law, which is endorsed by some 
twenty-five deputies to the French Chamber of Deputies, 
and is expected to come up for discussion in the new 
Chamber, provides for the compulsory retirement of 
various Classes of intellectual workers, including doctors, 
at the age of 65 without any State compensation or 
pension. 

The French Academy of Medicine has passed a resolu- 
tion urging the new French Government to resume the 
campaign against alcoholism, to limit the number of 
licences for the sale of alcoholic beverages, and to pro- 
mote garden cities. 


Dr. Etienne Burnet, who is well known to public health 
workers in this country for his valuable studies on un- 
dulant fever, leprosy, tuberculosis, and other work in 
connexion with the Health Section of the League of 
Nations, has been nominated director of the Tunis 
Pasteur Institute in succession to the late Dr. Charles 
Nicolle. 

Research work into heredity and the causes of mental 
deficiency has received an impetus through a donation of 
£2,200 from the Hon. Alexandrina Peckover for the 
building of a laboratory and research offices at the Royal 
Eastern Counties Institution at Colchester. For the 
last five years an important inquiry has been carried on 
there by Dr. Lionel Penrose and his assistants, and has 
been jointly financed by the Medical Research Council, 
the Darwin Trustees, and the institution. It is felt that 
far-reaching results should accrue from this work, and as 
the research department had outgrown its previous tem- 
porary quarters a new laboratory was urgently needed. 
Some thirty-six years ago the late Lord Peckover pre- 
sented to the institution the Peckover Schools and Work- 
shops, which have had such a_ beneficial and _ lasting 
influence on the success of the training carried on therein. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, WC.1, on receipt of proofs. Authors over-seas 
should indicate on MSS if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER 0! the British Medical Association and, 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ;  tele- 
phone: 24361 Edinburgh), and of the Otfice of the Irish Free 
State Medical Union (1.M.A. and B.M.A.), 18, I<ildare Street, 
Dublin (telegrams: Bacillus, Dublin ; telephone: 62550 Dublin). 


QUERIES AND ANSWERS 


Sterilizing Syringes Used for Solganal 


Dr. E. ArmstronGc (Prestatyn) writes: I should be glad if 
any reader would suggest an easy method of sterilizing 
syringes and needles used for injections of solganal B 
oleosum. The literature states that no moisture must come 
in contact with the preparation, and it is extremely 
difficult to dry syringes after boiling. Is the use of spirit 
for sterilizing needles also contraindicated with solganal? 


Preventing Perineal Tears 


F. C. G. (Yorkshire) writes: I wonder if some of the older 
obstetricians could advise their younger and less experi- 
enced colleagues how to avoid perineal tears ; are there any 
ante-natal methods that might help? I am sure many 
of the younger practitioners would be glad of this advice. 


*. Some advice on the care of the perineum appeared 
in this column on March 14th (p. 566). 


Ciimate for Pulmonary Tuberculos’s and Anaemia 


A. B. C.’’ (Surrey) writes: Can you tell me where I can 
obtain information about homes or hostels in Egypt where 
I can send a patient (a single woman) who is anxious to 
go there for her health? She is suffering from anaemia and 
general debility, with a certain amount of tuberculous lung 
trouble. Her means are small and anything very expensive 
would be out of the question. Could you inform me, too, 
if Egypt is a suitable place for tuberculous people, as I 
have heard contradictory opinions. What is considered the 
best climate where it is really warm? She cannot stand 
the cold—which really puts Switzerland out of the question? 


*," We have referred this query to Dr. R. Forrescur 
Fox, who replies: As a rule, with few exceptions, a hot 
climate is not to be recommended for pulmonary tuberculosis, 
whether incipient, or slight, or more advanced. The same 
observation usually applies to anaemia. Atmospheric heat 
and probably excess of strong sunshine may accelerate slow 
tuberculous processes in the respiratory organs, which in 
a cooler air should tend to recovery. On the Egyptian 
desert, a'so, hot days are succeeded by cold nights, and the 
extreme daily range of temperature (at Assouan 28° F, 
against 9° F. in the West of England) is unsuitable for those 
who are liable to chill. Much, however, depends on local 
circumstances. In cases like ‘‘ A. B. C.’s’’ many good 
results are obtained in Great Britain. Fresh-air baths and 
exposure to sunshine interrupted by passing clouds produce 
an alternating stimulation, which is more beneficial than 
strong sunshine under cloudless skies. The fine air of 
North-East Scotland—for example, Deeside—seems to have 
much the same stimulating effect as that of much higher 
latitudes further south, and, with proper housing, can be 
recommended in winter as well as summer. 


Dr. C. Byron Turner (Grimsby) writes: Under 


LETTERS, NOTES, ETC, 


Mechanical Treatment of Ptosis 


Magnetic Spectacles for Ptosis’’ (Journal, ange 


p. 338) Dr. Charles Russ describes a wa wa 
ptosis which, whether the adhesive or thea? ' 
method of attaching the steel is used, may result in a tion 


deal of irritation in the one case and probable extrys; > 
the foreign body in the other. I enclose a page ae of 
the British Medical Journal of August 5th, 1893, in an 

the illustration below of a gadget used by me for such : = 
appears, with the description: ae pair of Spectacle 
{ 

A 

lin 


with a concave crutch of thin wire projecting backwards th 
from the upper part of the frame, so as to press back the 
upper part of the lid above the ball, and so raise its lower 
border.’’ This gadget has answered well, is comfortable} 4 
almost invisible, and can be fitted by the optician or) pl 


watchmaker for a few pence. ot 
sc 
Trectment of Obe-ity of 


Guyite’’ writes: After reading Dr. Douthwaite’s helpful] te 
article on the treatment of obesity (August 15th, p. 344) re 
and recalling his former Delphic pronouncements on this 


theme, I feel he is too hard on the little man whose lesser oa 
basal caloric requirements have proved to be his undoing, to 
Fortunately, most of our leading physicians who, literally | ra 
look down on their fellow-men, have a well-developed sens; 
of humour, and Dr. Douthwaite is no exception to this 
rule. 

Personal Experience of Barbiturates bl 


Dr. RowLanp Jones (South Wales) writes: [am an gees | Di 


well-preserved man for my 68 years. There being a 
operation to be performed on me I was persuaded, against} ™ 
my will, to submit to an injection of sodium evipan) on 
Immediately the upper bandage was loosened I lost con-\ jt 


sciousness. I am told that I then became very restless—| 
shouting and struggling. This continued for about two: 
hours, until I was given morphine, 1/4 grain. © On waking ref 


up, four hours after, I found there was a tight bandage) or 
round my arm, which I loosened. I had great pain in} th 
the arm, and a peculiar dryness of the mucous membrane the 
of my nose—so much so that 1 pushed lanolin up to my 

inferior turbinates. I was very short of breath ; my heart for 
became very irregular ; I was restless for nights; and my‘ wa 
speech became very slurred. In about two days a vesica| sci 
appeared at my elbow, and finally the whole of the bicipital : 
fascia sloughed—a slough which I had to have cut away, 

the tendon of the biceps being fully exposed. This wound) 
has only just healed, nine weeks after the injection. Afte} log 
four nights of absolute loss of sleep a fellow-practitione| fo, 
suggested heberal sodium. I took two 3-grain capsules. 


an 
I slept, or rather became unconscious, but was again rest : ; 
less, and my wife thought I was going demented. I have' to 
suffered from shortness of breath and_ irregularity of the, sys 


heart for over six weeks, and was not able to do any wor! by 


for over eight weeks. I am now getting back to my normal ce 
condition, and thoroughly believe that if it were not sy aa 
my wonderful constitution I should have died. - 
im} 

reg 
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Vacancies wit 

Notifications of offices vacant in universities, medical college! liv; 
and of vacant resident and other appointments at hospital I 
will be found at pages 36, 37, 38, 39, 40, 41, 44, a0 beg 


45 of our advertisement columns, and advertisements as 
partnerships, assistantships, and locumtenencies at Pp 
42 and 43. 
A short summary of vacant posts notified in the adve 
ment columns appears in the Supplement at page 148. 
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